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A NEW TECHNIQUE FOR THE REDUCTION OF TURBINAL 
HYPERTROPHIES.: 


BY M. A. GOLDSTEIN, M.D., ST. LOUIS. 


In no work in rhinology has there been more controversy as to 
the best method of treatment and technique than in the question 
of reduction of hypertrophy of the turbina! mucous membrane, 
and judging from recent literature on the subject there is still much 
diversity of opinion. 

Turbinectomy, either partial or complete, and whether by means 
of specially devised saw, scissors, snare or spokeshave, has its 
many advocates; the cautery, both chemical and electric, and the 
snare have always been popular measures, and the use of astring- 
ents and caustics, such as nitrate of silver, chloride of zinc in 
strong solutions, applied by swab or spray, though considered back 
numbers in the light of modern rhinology, still has its adherents. 
Before offering my own suggestions it may be of interest to con- 
sider briefly the several measures of operative technique advanced 
for the reduction of hypertrophied turbinal tissue. 

It is assumed that the cases under discussion are those of chronic 
hypertrophic rhinitis. The tissues most directly involved patho- 
logically are the mucous membrane covering the inferior and 
middle turbinals, and the underlying erectile and vascular tissue, 
which, by hypertrophic change, is mainly responsible for the 
diminished calibre of the naris and the consequent difficulty in 
nasal respiration, and by encroachment posteriorly on the Eus- 
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tachian orifice also constitutes the main factor in producing im- 
pairment of hearing. 

Whatever the means employed to correct these conditions, the 
main point at issue is to increase the calibre of the nasal canal. 
The measure which will accomplish this purpose with the least 
destruction of tissue, greatest simplicity of technique and least 
discomfort to the patient is the one which should logically be given 
the preference. My objections to the old-fashioned application of 
caustics and astringents, applied diffusely over the nasal mucous 
membrane by swab or spray are that the results are ineffective, 
too much of the exposed tissues are subjected to the influence of 
the chemical, thereby destroying much useful epithelial covering, 
and above all, the effects are neither lasting nor satisfactory. 

Where an extreme and radical measure is indicated, turbinotomy 
or turbinectomy certainly affords a solution of the problem if the 
only result to be obtained is to clear the nasal passage. In by far 
the majority of cases of chronic hypertrophic rhinitis which pre- 
sent themselves for treatment, we have to deal with the milder 
forms of nasal stenosis, where simple procedures may be insti- 
tuted and the results be equally as satisfactory as those of turbin- 
otomy. In this large proportion of cases, where a milder procedure 
may be profitably employed, the condition requiring attention is 
an hypertrophy of the soft tissues of the turbinal body. This 
includes the erectile and vascular tissue, mucous membrane and 
epithelial covering of the turbinate bone. In this class of cases 
there is but slight increase of the bony factor of the turbinal body. 

Of the radical measures, turbinectomy by means of the spoke- 
shave has not received general encouragement because the op- 
erative technique will not permit a very careful guidance of the 
spoke-shave nor can the amount of tissue removed with this 
instrument be. accurately gauged. Another important disadvantage 
to the employment of this measure is the fact that the operation 
is not practical or feasible when a partial turbinotomy is desired. 
In the technique, the spoke-shave must be adjusted over the pro- 
jecting portion of the turbinal at its most distal point, and is 
manipulated only by a single forward pull. If the hypertrophy 
is mainly an anterior one, as is so frequently the case, I do not see 
how the spoke-shave can be well employed. 

The wire snare, either cold or galvanic, is sometimes quite 
useful in removing well-circumscribed hypertrophies when the 
snare can be properly adjusted. Where the hypertrophy, however, 
is diffuse and extends along a considerable line of the turbinal, 
the snare is useless. 
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By far the most practical and successful means of technique in 
turbinotomy is that performed with specially devised scissors or 
saws. These instruments are better under control of the op- 
erator, the amount of tissue to be removed can be readily con- 
trolled and the instrument applied at any point along the turbinal 
body. My objections to turbinotomy or turbinectomy are: 1. 
The extensive destruction of the physiologically vital tissues in 
the nose. 2. The discomfort and pain to the patient; for it is 
usually quite a formidable nasal operation. 3. The frequency of 
post-operative hemorrhage and the difficulty in controling same. 
4. The possibility of infection to the naso-pharynx, ears and 
pharynx. 

In considering the question of the cautery for the reduction of 
turbinal hypertrophy, I wish to emphasize the fact that this pro- 
cedure is successfully employed only in the milder forms of 
hypertrophy of the turbinal tissue where the underlying bony 
structure is not involved in the pathological process. The usual 
application of the galvano-cautery, by which a deep linear furrow, 
extending the full length of the hypertrophy and penetrating the 
tissue to the bone, is a good practical technique as far as it goes. 
To obtain the best results, however, the cautery scar must be suf- 
ficiently large to produce a satisfactory adhesion of the soft 
hypertrophy to the underlying bone. This is the purpose of the | 
technique and unless this is accomplished the result is more or less 
imperfect. To obtain a thorough scarring and adhesion to the 
bony structure of the turbinal body, it is frequently necessary to 
produce more than a thin linear incision with the galvano-cautery 
knife. As soon as we undertake to make a broad furrow with the 
galvano-cautery, we are confronted with the objectionable feature 
of destroying too much mucous membrane, and, in addition, the 
galvano-cautery frequently causes more sloughing than that pro- 
duced by any other measure. 

Of the chemical cautery I would say that a surface application 
of a bead of chromic acid or trichlor-acetic acid to the most bulging 
portion of a mild soft hypertrophy, will often give excellent re- 
sults. This I have found to be the case in hypertrophied turiinals 
of children, especially where objections were entered to more ex- 
tensive operative procedures. In the denser or hard hypertrophies 
this sutface cauterization is but of slight practical value. 

In November, 1896, Dr. Norval H. Pierce, of Chicago, published 
his suggestions concerning sub-mucus cauterization for the reduc- 
tion of turbinal hypertrophies, and it «is to a modification of this 
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technique to which I desire to call your attention. The principle 
of this procedure is rational, the technique practical and the re- 
sults effective. I have employed this form of cautery reduction 
for several years successfully, and in well-selected cases have 
found this measure to fully meet all requirements and overcome 
the several difficulties of the other methods employed for turbinal 
reduction, as previously outlined. 














Goldstein’s Turbinal Trocar. 


1. Trocar, with handle bent at an angle to permit best manipulation. 2. Obturator, 
with sharp point and bayonet fitting for locking in trocar. 3. Probe, with blunt end and 
handle at same angle astrocar. A. Sliding ring to indicate depth of penetration of trocar. 


While the technique of the operation as suggested by Pierce 
appears fairly simple, I have found it difficult to carefully execute 
each step of this method. The first incision, as suggested, by igni 
puncture or specially guarded triangular knife, offers the first 
difficulty. I have frequently been unable to find this incision 
readily when ready for the next step; namely, that of introducing 
a probe and executing a groove or shaft for the application of the 
cautery. Then, too, when the hypertrophied mass is somewhat 
dense it is not easy to maintain the direction of a blunt-pointed 
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probe or director, and the instrument is likely to swerve from its 
intended course. Lastly, the introduction of the cup-probe, in the 
head of which is fused a bead of chromic acid, must be applied in 
the same groove from which the blunt director has just been with- 
drawn. Occasionally I have been unable to strike this groove. 

To overcome these several objections and to simplify the tech- 
nique I have devised a special trocar, armed with a sharp, 
well-fitting obturator and constructed so as to be easy of manip- 
ulation. 

The technique of this modification of sub-linear cauterization 
is as follows: 1. The area to be operated on is cocainized with a 
four per cent solution of cocaine, applied on a cotton tampon, and 
left in apposition with the hypertrophied parts for ten minutes. 

2. The obturator is adjusted to the trocar and locked in position. 
On the trocar is a small sliding ring which can be adjusted to any 
length. The depth of the turbinal hypertrophy is then estimated 
and the ring adjusted on the trocar to the length of the hyper- 
tropy undergoing cauterization. The point of application varies 
slightly with the amount of hypertrophied tissue, but is usually 
about a quarter of an inch from the muco-cutaneous junction. The 
sharp trocar is introduced at this point and is plunged deliberately 
into the hypertrophied mass, in a direction parallel to the turb- 
inate bone and hugging the surface of the bone as closely as 
possible—until the ring guard is reached. ‘This indicates that the 
instrument has penetrated to the depth previously estimated. 

3. The obturator is now withdrawn from the trocar and the 
probe which may be cup-shaped at this end or blunt, and on 
which a bead of chromic acid has been carefully fused, is then in- 
troduced through the trocar to the area to be cauterized. This 
probe also carries a sliding ring-guard which may be adjusted so 
that the head of the probe projects about a quarter of an inch be- 
yond the distal end of the trocar. The trocar is then slowly and 
gradually withdrawn and the position of the probe, projecting be- 
yond the end of the trocar, is maintained until the instrument has 
been removed from the wound. In this way the entire turbinal 
area to be cauterized is brought in contact with the chromic acid, 
and it should also be emphasized that there is an even distribution 
by this chemical cauterization along the whole shaft. 

4. I conclude this technique by an oily campho-menthol spray 
and introduce a cotton tampon saturated with benzoinol into the 
naris with the hope of producing mild and constant pressure on 


the hypertrophied mass during healing and cicatrization. 
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There is no hemorrhage; occasionally a few drops of blood 
appear at the point of entrance of the trocar in the anterior por- 
tion of the hypertrophy. The chromic acid serves the additional 
purpose of sealing the point of entrance. 


The advantages of this simple, though effective measure over 
the other forms of reduction of turbinal hypertrophies are: 


1. Simplicity of technique and the short time consumed in the 
performance of the operation. Any portion of the hypertrophied 
area along the entire line of the turbinal body, either anterior or 
posterior, can be reached by sub-mucous cauterization with but 
one small point of incision. 


2. Freedom from pain to the patient, either during or after the 
operation. Many patients object to the more formidable opera- 
tions by galvano-cautery or turbinotomy, and the deleterious and 
nervous influence on the patient is sometimes considerable. 


3. No untoward after-effects. There is no post-operative hem- 
orrhage. The possibility of infection is reduced to a minimum. 


4. No destruction of physiologically vital tissues. There is no 
formation of synechia, as all inflammatory exudate is sub-mucous. 


I have employed this method of reducing turbinal hypertrophies 
since it was first suggested four years ago, and am ready to report 
the results as permanent and satisfactory. The introduction of 
my modification of this technique greatly simplifies this method 
and I would recommend it as an easy, practical and effective method. 


This special trocar may be obtained of the A. S. Aloe Co., 517 
Olive St., St. Louis, Mo. 


3858 Westminster Place. 














THE EFFECTS OF EPIDEMIC INFLUENZA ON THE MUCOUS 
MEMBRANES OF THE UPPER RESPIRATORY TRACT.* 


BY D. BRADEN KYLE, M.D., PHILADELPHIA. 


While epidemic influenza, or la grippe, may not strictly be 
classed as an infectious or contagious disease, yet my observations 
convince me that there is as distinctive pathological alteration 
of structure as characterizes diphtheria, scarlet fever, or any of the 
contagious diseases. These alterations vary somewhat, it is true— 
in fact, they are controlled largely by the age and general condition 
of the individual; also, whether there has been any pre-existing 
disease of the structure, or whether the membrane was practically 
normal prior to the attack. This latter is an important factor, 
although age does not seem to exert inuch influence other than the 
general condition of the individual would, as in old age or in the 
young. 

As you are aware, numerous bacteria, I believe in all some 
twenty-eight, have been described as the exciting etiological factor 
of la grippe. Pfeiffer’s bacillus seems to have come off winner, 
and many writers consider its identity sufficiently established as 
to warrant its classifi¢ation as the true etiological factor. Be this 
as it may, it has a curious way of affecting and penetrating certain 
tissues, cavities and locations of the mucous membranes, which is 
peculiar to itself. I have seen following the attack of la grippe, or 
associated with it, in most rapid succession an involvement of the 
middle ear, this involvement being of an infectious nature and 
rapidly going onto suppuration. I have seen both middle ears 
involved, with associated involvement of both mastoids, the in- 
volvement being rapid and virulently infectious. 

As to the involvement of the frontal sinus, my own experience 
has been that such involvement takes place early in the disease 
and reaches the highest degree of its involvement during the 
height of the disease, while the ethmoid cells are involved early, 
or during the attack, and frequently continues as a suppurative 
ethmoiditis. It is true that in an ordinary coryza there is usually 
some ethmoiditis and that previous to, during and following the 
infectious fevers the ethmoid cells are often involved, but a 
peculiarity of ethmoiditis following grippe is its persistency and the 





* Read before the Southern Section of the American Laryngological, Rhinological and 
Otological Society at Richmond, Va., December, 1900. 
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virulent infectious condition. The suppurative process seems un- 
abating and the rapidity with which pus is formed is something 
alarming. I think in many cases that necrosis of the ethmoid cells 
occurs. I find, of the accessory cavities, the antrum is most fre- 
quently involved and when involved rapidly goes on to suppuration. 

Tonsillar and peritonsillar involvement is quite common, the in- 
flammatory process usually ending as a suppurative process with 
tonsillar or peritonsillar abscess. In some cases the peculiarity of 
the tonsillar or peritonsillar abscess is that for several days dur- 
ing the attack and afterward there is that peculiar raspy throat, 
sensitive, yet not markedly swollen, with localized spots of ap- 
parent infection. Even after the general symptoms have abated 
suddenly there will light up a suppurative inflammatory process. 
The glandular involvement in the case following the grippe seems 
to be much more marked than in the ordinary suppurating tonsil. 

Now, as to the mucous membranes themselves, the phenomena 
are irregular and in many cases-curious. <A mild attack may leave 
the mucous membrane irritated, aggravated and thickened, and 
this thickening and aggravation continues apparently unrelieved 
by local treatment. Again, frequently during the attack the pain 
and discomfort of the patient is al! out of proportion to the naked- 
eye appearance of the membrane. I have seen a number of cases 
which were to me very curious. Ihave never observed it associated 
with any other condition. It is this: That while the membrane 
of the pharynx, naso-pharynx and nares is extremely sensitive, 
dry, painful and uncomfortable, there is very little swelling and in 
the course of a few hours blood clots will form on the surface of 
the membrane, and yet there is no distinct hemorrhage. This can be 
removed and no bleeding will occur andin the course of two or three 
hours the clot will re-form. It seems to beacapillary oozing on the 
surface of the mucous membrane. I have observed this phenomenon 
in the nose, naso-pharynx and in the pharynx. The common site 
is in the pharynx and naso-pharynx. Whenever blood shows in 
the expectoration it is always alarming to the patient. This ap- 
prehension, combined with the depression which is associated with 
and follows the grippe, has anything but a pleasing effect on the 
patient. It is especially alarming when the laryngeal structures 
are involved and this bloody exudate takes place within the larynx; 
the patient is then positive that it comes from his lungs. A laryn- 
geal examination will clear up the diagnosis. 

Quite often we find, after an attack of influenza, although the 
patient made a good recovery, that he complains of a thickening 
of his mucous membrane. His own impression is that it ‘feels 
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thick,” and on examination that is exactly what you find. It is 
not an edematous swelling, but it seems tough and infiltrated and 
lacks the lustre and life of a normal mucous membrane. From 
examination of microscopic sections of this tissue, I believe that 
during the inflammatory attack there exudes into the perivascular 
tissue a peculiar albuminous material not unlike that which occurs 
in amyloid disease and that this material is manufactured in the 
blood, owing to some chemical change brought about by the toxines 
of the bacteria, and that this material is deposited in the tissue as 
an infiltrate. Treatment would bear out this fact, as in the ma- 
jority of cases alteratives are productive of the best results. 

A curious fact about local treatment is that such solutions as 
nitrate of silver, iodine, chloride of zinc, sulphocarbolate of zinc, 
etc., aggravate and make worse the inflamed area, while sedative oily 
solutions seem to relieve, yet where there are local spots of ulcera- 
tion itis absolutely necessary to use a germicidal solution. I 
prefer to use Loeffler’s solution. I believe, in the cases where there 
is ulceration, that owing to the absorption of the toxines or virus 
from the nidus of infection is due largely to systemic phenomena 
of a marked depression and the cardiac and renallesions. The 
systemic after-effects of the grippe are very much like the systemic 
after-effects of diphtheria and scarlet fever. 

As we know, frequently grave lesions follow an attack of the 
grippe or some latent lesion has been aggravated by the attack. 
This I believe to be explained on the same basis as diphtheria, 
scarlet fever and the other infectious diseases; it is the systemic 
effect of absorbed toxines. Should, however, there be no pre- 
existing lesion of the mucous membrane, local or of any ipterna! 
organ this after-effect is not likely to be so serious. 

As to the effect on tissue and function: The mucous membrane 
consists of a basement of membrane, upon which are epithelial 
cells, and under which are blood vessels, glands and nerves, the 
essential function of which is to secrete mucus. Any inflamma- 
tory lesion first alters the submucosa, which alteration depends 
upon the variety and severity of the inflammation. As to what 
part in the production of the disease bacteria take, I will not at- 
tempt to discuss, as from my own experiments I find no germ 
which is constantly present. In those cases without pre-existing 
lesions, the transudate from the vessel is undoubtedly more than 
a mere inflammatory exudate. I believe that there is a marked 
alteration in the liquid constituents of the blood, and that the 
exudate from the vessels is highly coagulable, albuminoid material, 
which infiltrates the tissue; this infiltration being more solid than 
fluid, by its pressure obstructs secretion, causing interference in 
function, as well as nutrition of, the parts. 

In those cases in which there were /re-existing lesions, I believe 
the exudate to be of the same character, but its effect on tissue 
and function I believe to be inconstant, being controlled largely 
by the pre-existing pathological alteration. 
















ABSCESS OF THE SPHENOIDAL SINUS OCCURRING WITH 
ACUTE MASTOIDITIS. 


BY OSCAR DODD, M.D., CHICAGO. 


Surgeon Illinois Charitable Eye and Ear Infirmary; Oculist and Aurist at the Augustana 
and St. Joseph's Hospitals, Chicago. 


Abscess of the sphenoidal sinus is of such rare occurrence, and 
the symptoms so ill-defined that I thought the following case would 
be of interest. Its occurrence with another trouble also obscured 
the symptoms present. 

The patient, a man twenty-nine years of age, called at my office 
April 15th, being referred to me from the hospital for ear treatment. 
He was suffering severe pain and was very irritable. I tried to get 
a history of his case but found his answers very unsatisfactory. As 
far as he gave it the facts were as follows: His general health had 
been good excapt for a catarrhal trouble. He had treated for this 
at intervals for a year and a half, with no benefit except the tem- 
porary relief. About ten days ago he had severe pain in the right 
ear, lasting two days and ceasing after a discharge of pus from the 
ear accompanied by a considerable hemorrhage. Following this 
there was slight discharge from the ear and little pain until last 
evening, when it was so severe ‘‘it nearly drove him crazy.’’ By 
applying heat he was able to obtain some relief. 

Upon examination I found the nose filled with muco-purulent 
secretion. The turbinates were not very much swollen and the 
discharge seemed to come from some of the accessory cavities. 
Upon trying to examine further he objected and said he was unable 
to stand more, as he felt so badly. The right ear was discharging 
some pus through a small opening in the membrana tympani. There 
was no swelling over the mastoid, and no tenderness or pain on 
pressure. He complained of severe pain in the ear and back of the 
head. 

I sent him to the hospital, where he was put to bed and cold ap- 
plications over mastoid and irrigation of the ear were used. His 
temperature was 100.2°, rising to 101.3° later in the evening. He 
had a bad night, the pain being most severe over the right eye. His 
temperature ranged from 101.8° to 103° the following day and the 
pain did not cease, only varying in its location from the ear to the 
frontal region. As it continued the next day, April 17th, with the 


temperature about 103°, I advised opening the mastoid, to which he 
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consented. The pain was still referred mostly to the frontal region, 
with tenderness over the supraorbital nerve. There was a little 
edema over the mastoid and tenderness on deep pressure over 
its tip. 

On the 18th I operated on the mastoid. I found the bone very 
dense and the cells were all healthy until I reached the tip, where a 
pus cavity about a quarter of an inch in diameter was found. I did 
notopen the antrum as there seemed to be no connection between 
the pus cavity and the ear, which was discharging freely. On the 
next day he felt easier but still had pain above the right eye and 
tenderness over the right supraorbital nerve. The temperature was 
99 tog9.3°. Following this for five days he was quite comfortable, 
only complaining of pain at intervals in the right frontal region, 
and that usually at night. His temperature reached 100° only once 
or twice, being most of the time from 9S° to 99. The discharge 
of pus from the ear was growing less and the wound was in good 
condition. On the night of the 24th he was awake most of the 
time, complaining of severe pain. His temperature was about 
normal all the following day (he was taking a little antipyrine and 
quinine). He was sitting up in bed when I called in the afternoon, 
saying he did not like to lie down, as it made the pain in his head 
worse. The.wound was in good condition. I examined his eyes 
and found no trouble with the optic nerves or ocular muscles. On 
the 26th he was very restless and complained of pain in the frontal 
region and in the lower jaw where the inferior maxillary branch of 
the fifth nerve emerges. His temperature ranged from gg° in the 
morning to 102%° at 4 p. m. The wound was clean and there was 
no discharge from the ear. I left him at 5 p. m. and no signs of 
cranial trouble had developed, but a little later he was taken with 
vomiting and then a deviation of the right eye and inequality of the 
pupils was noticed. His temperature increased and he was delirious 
all night. He was alternately hot and cold, his temperature being 
104° the following morning and at 4 p. m., April 27th, reached 
105°. 

Having learned from his brother that he had been under the care 
of a competent rhinologist of this city he was called to see him 
with me. He advised opening up the wound so as to see if the pus 
had penetrated above the ear to the cranial cavity. We opened it 
and found the bone healthy and no pus in the middle ear or antrum. 


As there had been no focal symptoms at any time there was nothing 
to point to an abscess of the brain. The optic nerves were some 
congested with engorgement of the veins, but no swelling of the 
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nature of achoked disc. The doctor said he had never seen any 
sign of trouble with the sphenoidal sinus, although he had treated 
him at intervals for over a year for the nasal trouble. 

The patient’s condition contiued about the same for three days 
and then his temperature abated and he became conscious, recog- 
nizing people and inquiring about his condition. This improvement 
was followed the next day, however, by an increase of temperature, 
delirium and death. 

The post-mortem examination, made by Dr. E. H. Ochsner, 
showed no trouble in the region of the temporal bone. At the base 
of the brain, apparently centered about the sphenoid bone, was a 
localized purulent meningitis with abundance of pus. The body of 
the sphenoid bone was so fragile that it broke very easily, showing 
a large cavity filled with pus. The walls had become thinned by 
osteo-porosis so there was very little to prevent discharge of pus 
into the cranial cavity. ° Whether there was any opening between, 
large enough to be demonstrated, could not be told as the bone 
broke like an egg-shell into fragments. The openings into the nose 
could not be seen. 

The case was one undoubtedly of abscess of the sphenoidal sinus 
of long standing, as I learned later that he had severe attacks of 
pain before, very much like the one he had before coming to my 
office. After a treatment of his nose it would subside and not give 
him trouble for some time. 

The otitis media with the mastoid trouble following were very 
likely an infection from the pus cavity. 

As to the symptoms present, the only one which could be said to 
point to sphenoidal trouble was the severe neuralgic pain referred 
to the endings of the fifth nerve. This was fairly constant and at 
times very severe. At the beginning he referred the pain mostly 
to the occiput and ear, but later it was principally supra-orbitai. No 
eye symptoms were present until the meningitis occurred. 

The symptoms described by the different authors as being present 
in inflammation of the sphenoidal cavity are very varied. Schaef- 
fer', of Bremen, has reported a large number of these cases and 
gives the symptoms of the chronic cases as follows: Fetor, dizzi- 
ness, supra-orbital neuralgia, stiff neck or general pressure of the 
head or occiput. This pain is intermittent and may produce nausea 
and vomiting. He never found eye trouble. This is decidedly dif- 
ferent from the case reported by Hardie?, where the eye symptoms 
were the most pronounced and the first to call attention to the 


trouble. There was complete blindness and protrusion of one eye- 
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ball. Knapp’ also reports two cases in which the eye symptoms 
were present. J. H. Bryan‘ describes a case of chronic suppuration 
of the frontal, ethmoidal and sphenoidal sinuses in a woman, aged 
forty years. A radical operation was done on the frontal and an- 
terior ethmoidal cells. Owing to absence of symptoms, sphenoidal 
trouble was not suspected, but twenty-four hours after the operation 
acute leptomeningitis developed, with death two days later. Au- 
topsy showed empyema of the posterior ethmoidal cells and the 
sphenoidal cavity with caries of the cribiform plate. 

That a large number of these cases are not diagnosed and are treated 
for a simple catarrhal trouble is very probable. No symptom is 
present constantly except the discharge of pus, the origin of which 
is difficult to determine if the turbinates are normal in size or 
hypertrophied. Other symptoms may be present according to the 
conditions, as affections of the optic nerves, which are in close 
proximity to it, or purulent infection of the orbit with protrusion of 
the eyeball. When drainage is blucked the severe symptoms de- 
velop rapidly and death results from meningitis. 
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SENSORY NEUROSIS OF THE NOSE.* 
BY H. L. MYERS, M.D., NORFOLK, VA. 


Mr. PRESIDENT AND GENTLEMEN: I beg your indulgence for a 
short time in bringing before you a case of sensory neurosis of the 
the nose, which, in my experience, presents several unusual 
features. 

It has puzzled me not a little as to its proper diagnosis, and it 
is with the hope of receiving some assistance from this body that I 
have asked permission to report the case. 

Miss R., et. twenty-three years, white, consulted me for the first 
time April 30th for treatment of an acute suppuraticn of the right 
middle ear, following an attack of la grippe, which confined her 
to her bed for ten days. The drum membrane ruptured on the 
second day, with the usual relief of pain. The discharge continu- 
ing rather longer than she expected, she consulted me. Examina- 
tion revealed a small rupture in posterior fold of membrane; a 
purulent discharge, not profuse; deafness marked, patient being 
unable to hear the watch on pressure; distressing tinnitus. She 
noticed, after the discharge began, that there was decided numb- 
ness of the right side of the face. It was almost insensible to a 
pin prick. There was no paresis of muscles. The numbness ex- 
isted only in a mild degree when she came to me. 

In addition to this ear trouble, which healed kindly under treat- 
ment, she complained of impairment of the sense of smell and 
taste, which she had noticed before the ear trouble began, but dur- 
ing the attack of la grippe. This persisted after the nasal symp- 
toms, which usually accompany influenza, had subsided. I found 
that she could detect no odor and was scarcely conscious of the 
odor of ammonia. There was really no trouble with taste, as she 
readily distinguished between sweet, bitter, sour and salt. A slight 
thickening over the middle turbinates was reduced by chromic acid, 
thus freeing the upper air passages from obstruction. Faradic 
electricity was applied directly to the region of distribution of the 
olfactory nerves. This was afterwards replaced by the galvanic 
current applied in the same way. One-thirtieth grain doses of 
strychnine sulphate were administered t. i. d. for thirty days. At 


* Read before the Southern Section, American Laryngological, Rhinological and Oto 
logical Society, at Richmond, Va., December, 1900. 
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the end of this period the patient had made only sufficient progress 


to be enabled to occasionally detect an odor, as, for instance, a’ 


strawberry. She could taste the first berry but no more. She 


could also by this time detect that many things had an odor, but’ 


they all smelled more or less alike. As she expressed it, ‘‘they 
smelled musty.”’ 

She received no further treatment after this for several months, 
as she was absent from the city on a summer outing. 

On her return, examination revealed quite an improvement, as 
she could oftimes get faintly the correct odor of an article and 
could occasionally taste something. One morning, in an abstracted 
way, she drew a spray of heliotrope blossom across her nostrils 
and was surprised that she detected perfectly this odor. On re- 
peating the attempt she failed to smell the flower. In fact, she 
says whenever she has been able to smell an article it has been 
presented to her unexpectedly. The electrical treatment was re- 
sumed, and whether from this or natural causes, she has improved 
to the extent of being able to detect some odor to everything that 
has one; can detect escaping gas instantly and can distinguish be- 
tween flavors of food, though they don’t taste asthey should. She 
can also detect at any time the odor of acarnation. Now, this 
patient started with anosmia of a seemingly typical type; her 
condition now resembles more parsomia. She is otherwise strong 
and healthy and free from everything like hysteria. She has not 
recently made any progress toward recovery, and I would be 
grateful for expressions of opinion as to the form of trouble, its 
probable cause and prognosis and any suggestions as to treatment. 


151 Granby Street. 














CORNU CUTANEUM AURIS.* 
BY JOHN C. LESTER, M.D., BROOKLYN, N. Y. 


As horny excrescences are among the rarest anomalies of the 
skin—Hebra being able to report only three of these cases—the 
report of a remarkable growth of this nature attached to the mid- 
dle and outer portion of the pinna cannot fail to be of interest. 

A careful review of dermatological literature has failed to dis- 
close any reference to tumors of this nature having their attach- 
ment to any portion of the external ear. Their usual site is the 
nose or its immediate neighborhood. 

Prof. W. H. Pancost! has reported a remarkable case of multiple 
horny growths of this kind attached to the nose. Pierce Gould? 
has also reported the history of excrescences of lesser magnitude 
and multiple, attached to the penis. 

While it is a fact that these growths may appear anywhere on 
the body, they are rarely found except on the face and on the penis. 

In the various works on the ear in which other neoplasms are 
refered to as occurring with more or less frequency, including 
cystomata, fibromata, epitheliomata, keloids, etc., no reference 
has been made to this form of outgrowth. According to our best 
authorities horny growths may assume any shape. They may be 
straight or curved, but are apt to be twisted in various directions. 
The external surface is usually hard, wrinkled and fissured. At 
their attachment at the base they assume more the consistence and 
appearance of the tissues to which they are attached, in contradis- 
tinction to the horny growths normally belonging to the animal 
creation. This assumption of the soft consistency of the tissues 
to which these growths are attached is gradual and not abrupt. 
This was particularly so in the case to be reported. In this case 
also the horny growth was single and not multiple. 

Boettge’s cases had multiple horns on the face—the man six and 
the girl, besides the facial growths, had several on the lower por- 
tion of the body. 

‘Age seems to play an important role in the etiology of these 
cases, as they are more frequently found among those advanced in 
years, and in cases so far reported, a far greater proportion of males 
seem to be thus afflicted. 

* Read before the sixth annual meeting of the American Laryngological, Rhinological 


and Otological Society, Philadelphia, June, 1900. 
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On January 12, 1900, Richard K., aged fifty-eight, by occupation 
a plumber, presented himself at St. Bartholomew’s Clinic for treat- 
ment and gave the following history: About six months ago 
noticed a small pimple on the external border of the left ear, which 
had grown steadily since that time; has had severe headaches; ear 
was never injured; no history of constitutional taint of any kind; 











Patient after operation. 


has never had any warty growths on other portions of the body; 
has always been temperate and enjoyed good health with the ex- 
ception of a chronic bronchitis; has had chronic middle-ear sup- 
puration of both ears, and hearing power was found to be much 
reduced; both ears were severely frozen during service in the army; 
no hereditary history. 
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Examination of the left ear revealed the following condition: 

Attached to the upper half of the left ear was a horny excres- 
cence measuring in length a little over one and one-fourth inches 
and in width, at its base, one inch. The attachment includes at 
its base, as will be seen by the plaster cast, the helix, fossa of the 
helix and antihelix. In shape it resembled a pyramid, slightly 





Plaster cast, showing portion of growth. 


twisted upon itself, with the apex turned towards the head. The 
distal end was found to be peculiarly square and blunt. This was 
due to the fact that a portion had been cut off by the patient with 
a pair of ordinary shears just five weeks prior to examination. 
According to the patient’s testimony, since he excised the tip, the 
growth had rapidly increased in size. A second attempt was 
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made to excise another portion, but unsuccessfully, owing, as 
stated, to the hardness of the tumor. The growth at and near its 
base was soft and spongy, and its fleshy characteristics extended 
to about one-fourth inch from point of attachment. 

Almost the entire cartilaginous portion of the ear, on further 
examination, was found to be practically ossified, being very rigid 
and having a bony feel, no amount of force used causing the 
slightest change in the conformation of this structure. The ear 
was loosely attached to the head and was otherwise normal. 

Immediate removal was advised, and was accomplished in an 
unexpected manner. The growth came away ez masse with the 
hardened matrix of the plaster cast, and this will explain the fact 
that no photograph was obtained of the growth zz situ. Hem- 
orrhage was severe, necessitating the use of ligatures, and the im- 
mediate closure of the irregularly depressed wound by several 
sutures. The wound healed by granulation after a period of two 
weeks. The point of attachment was cauterized a few times by c. 
p. nitric acid, and the subsequent history of the case was unevent- 
ful. As will be seen by the photograph which accompanies this 
article, the patient has now entirely recovered, there being no trace 
of the growth at the point of attachment, and no apparent tendency 
to redevelopment of a similar structure on the auricle. 

The points of interest in this case are: 

The uncommon location of the growth. 

The history of the case—having had chronic middle-ear suppura- 
tion of the affected ear, and also history of severe freezing of the 
auricle. 

The rapidity of growth after excision of tip. 

The age and sex of the patient. 

The accidental removal en masse. 

The severe hemorrhage following removal, necessitating ligature 
of the larger blood vessels. 

The ossification of the auricular cartilage, and 

The complete and apparently permanent recovery. 
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THERAPEUTICS OF IODOFORM EMULSION. 
BY PROF. VICTOR URBANTSCHITSCH, VIENNA. 
(Translated by M. A. Goldstein, M.D., St. Louis.) 
Mosetig’s iodoform emulsion (iodoform 10.0, glycerini 65.0, 
aque destillate 25.0, gummi tragacanthe 1.0, to be shaken before 
using) possesses a greater specific weight than does pus, and 
therefore has the tendency to displace the latter in deep sinuses. 
I have become convinced from experiments in many cases, that 
by repeatedly (oftentimes daily) using iodoform emulsion in deep 
sinuses and abscesses a cure may result. In narrow sinuses 
it is necessary to apply the emulsion drop by drop in order to dis- 
place the pus, until the opening is filled with the emulsion. The 
iodoform in the emulsion settles at the bottom and on the walls of 
the wound, so that the deepest parts of the wound especially are 

subjected to the greatest action of the iodoform. 

The following cases may serve as examples of the important 
therapeutic value of iodoform emulsion: 

Case J.—A tuberculous girl, in the course of a severe sup- 
purative otitis media, developed on the posterior wall of the 
pharynx a gradually increasing swelling, resulting in severe dys- 
phagia. Inspection revealed a swelling at the site of the right 
pharyngeal orifice of the Eustachian tube, projecting backwards to 
to the posterior wall of the naso-pharynx and downwards to the 
oro-pharynx. Upon pressure over this area a large quantity of pus 
was expelled from the right ear, indicative of a burrowing abscess 
originating in the right ear. As the patient refused to have the 
abscess opened the following therapeutic measures were resorted 
to: By pressure I gradually forced the pus out through the external 
auditory canal, maintained the pressure on the pharyngeal end of 
the abscess, and directed the patient to incline the head well to the 
left side, and then filled the external auditory canal and tympanic 
cavity with the iodoform emulsion. By gradually releasing the 
pressure of the finger over the fundus of the abscess a sort of suction 
was produced and the emulsion rapidly penetrated from the middle 
ear into the abscess. By repeating this procedure the largest por- 
tion of the abscess cavity was found to have been penetratated by 
the emulsion. This emulsion was pressed out of the ear on the fol- 
lowing day and a fresh quantity substituted. After a few days a 
marked diminution in the size of the abscess cavity took place; two 
weeks later all traces of this burrowing abscess had disappeared. 


The cure was permanent. 
344 











URBANTSCHITSCH: THERAPEUTICS OF IODOFORM EMULSION. 345 


Case 17.—Child with carious sequellz of suppurative otitis media. 
A fistulous tract, extending from the apex of the mastoid process 
six c.m. downward and forward to the area of the carotid artery and 
jugular vein. The pulsation of the carotid artery could be readily 
felt on introduction of a probe to the fundus of this fistulous canal. 
After daily application of the emulsion, used drop by drop, for one 
week, the length of the fistulous tract had increased one c.m. as in- 
dicated by the measurement with the probe. In a few weeks the 
passage had entirely closed. The result was permanent. 


Case /I7.—Female, age twenty-four, acute suppurative otitis 
media, with development of abscess over apex of mastoid process. 
By pressure of this area, pus was observed to exude from the region 
of the antrum into the tympanic cavity, indicating a perforation 
through the cortex of the mastoid process and effusion of pus over 
the surface thereof, As the patient refused to have the abscess 
treated surgically, I resorted to the use of iodoform emulsion. 


By continued pressure over the mastoid process an evacuation of 
the pus through the tympanic cavity and external auditory canal was 
obtained, and the ear thoroughly dried. The head of the patient was 
placed in a lateral dependent position and after filling the auditory 
canal with emulsion, the pressure over the mastoid area was grad- 
ually released in order to allow the emulsion to penetrate into the 
mastoid cells and thus reach the floor of the abscess cavity. The 
head was allowed to remain for five minutes in this dependent posi- 
tion to favor penetration into the mastoid area. One week’s course 
of this treatment applied daily resulted in recovery. 


Case JV.—In a young woman, twenty years of age, on whom I 
had performed the radical operation on the right ear, I found an ex- 
tradural abscess. A free opening of this sinus revealed pus bur- 
rowed as far as the base of the cranium. By applying ‘the iodoform- 
vasogen twice daily (drop by drop) for fourteen days, I succeeded 
each time in expelling the pus from the cavity. During this time 
the patient had chills and a variation of temperature, ranging from 
36.2°C. to 41°C., also had attacks of vomiting, vertigo and dimness 
of vision. Ophthalmoscopic examination excluded neuritis. After 
three weeks’ treatments a gradual diminution of all symptoms took 


place. Examination two years later showed a complete epidermiza- 
tion. 


Case V.—Elderly man, still under treatment after radical opera- 
tion. In this case I evacuated an enormously large extradural ab- 
scess by instillation of iodoform emulsion or iodoform-vasogen daily 
for several weeks. The profuse suppuration of long duration was 
completely checked by this procedure and the abscess cavity is closed 
at the present writing. 


In none of the cases which I have thus far treated with iodoform 
emulsion have I noticed the slightest symptoms of iodoform intoxica- 
tion. We should be on our guard agajnst this condition, especially 
where large quantities of the iodoform emulsion are used. 








ACCIDENTS ATTENDING ADENOID OPERATIONS. 


BY CHRISTIAN R. HOLMES, M.D., AND H. STOWE GARLICK, M.D., 
CINCINNATI, O. 


The breaking of an instrument at any time during an operation 
is unpleasant, but wher the sharp portion of a Gottstein curette, 
large or small, breaks off in the vault of the pharynx of an uncon- 
scious or struggling child, with most excellent chances for the 
broken piece to either pass into the larynx or stomach, the case as- 
sumes an unpleasant aspect. 





Fig. 1. Broken curette. 


Case J.—Dr. Holmes’ patient. 

Elizabeth S., age eight. Chloroform anesthesia. I always 
operate for adenoids with the patient lying upon the left side, the 
whole body being upon an incline with the head lowest, so as to 
prevent the blood from being swallowed, or entering the larynx. 
This position always enables the operator to watch the quantity of 
blood lost, and avoids the accidental swallowing of the growths, 
or their entrance into the larynx. The illumination is from an 
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electric forehead mirror, the operator being seated upon a low 
stool on the right side of the operating table or chair. 

I had no sooner placed the instrument in the vault, and was 
making pressure, ready to begin the first stroke, when a distinct 
loud crack was heard. I instantly withdrew the instrument, and 
saw at a glance that the blade or sharpened portion was missing. 
(See Fig. 1.) I promptly inserted the index finger of my left 
hand behind the soft palate, encountering the broken piece half 
way down the posterior wall of the naso-pharynx. Pushing it up 
against the vault of the pharynx, I had the body of the patient 
almost inverted over the edge of the table to guard against the 
swallowing of the piece. 

But how to extract the broken fragment became a serious ques- 
tion. Never having encountered a situation like this before, I had 
not brought a pair of rectangular forceps with which the blade 























Figure 2. 


could readily have been extracted, and the pharynx being small, I 
was unable to introduce more than one finger, and hence could not 
grasp the broken blade, nor had I any forceps small enough with 
which to reach it through the nares, so for the time being I simply 
waited and hoped, trying to prevent the muscles of deglutition, 
which were now beginning to become active, from grasping the for- 
eign body and helping it on its way to the larynx or stomach. 

I discovered that one end of the blade terminated in a sharp, 
hook-like process, and succeeded in pressing this into the flesh of 
my index finger, and by a quick movement dragged it over the soft 
palate, when it was readily removed from the mouth with forceps. 

In some instruments the cause of breaking is probably due in a 
measure to imperfect tempering of the steel, but the chief cause is 
that in forging the curettes there is too sharp a shoulder made 
where the blade begins at A. (Fig. r.) In others the blades are 
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made thinner than need be in the first place, and repeated sharp- 
enings often bring them down to much below the point of safety. 
To overcome these defects I have caused a pattern to be made by 
Meyrowitz, of 104 East Twenty-third street, New York City, which 
meets these objections, the handle also being of such proportion as 
to give the operator firm control over his instrument. (Fig. 2.) 

Case //.—Dr. Garlick’s patient. 

F. K., age five. Diagnosis: Adenoids of naso-pharynx, with 
the usual symptoms. On September 21, 1899, in the throat clinic 
of the Ohio Medical College, I attempted to remove the growth 
with a Gottstein curette. The operation was to be made in a sit- 
ting posture and without an anesthetic, as it is difficult in the clinic 
to use general anesthesia, and very satisfactory results are obtained 





Figure 3. 


by this method, although I prefer general anesthesia, where 
feasible. 

Making the usual pressure on the curette, I felt something break. 
Quickly withdrawing the instrument, I saw at a glance the blade 
was broken, and rapid as were my efforts, I could not prevent the 
swallowing of this piece. Gave the mother of the child directions 
as to treatment of a sharp foreign body in the alimentary tract, but 
at no time was there any discomfort on the part of the child, and 
on Sunday, 24th, the patient passed the sharp piece of my instru- 
ment. (Fig. 3.) Size one-half inch long and one-sixteenth inch 
wide, sharp throughout its length, and at both ends. 

On the 26th, with a much heavier instrument, I successfully re- 
moved the adenoid growth. This accident is a dangerous one, and 
may not always have so favorable a termination. 














FOREIGN BODY (TOOTH) IN LARYNX OF A MAN FIFTY- 
ONE YEARS OLD.* 


BY GOTTLIEB KIAER, M.D., COPENHAGEN, 


The patient was treated in the hospital for laryngeal and pulmonary 
tuberculosis. The post-mortem showed large tubercular ulcerations in 
the larynx, occupying almost the whole right side of the larynx; 
similar ulceration, but much smaller, was found on the left side, and 
on the epiglottis were scattered smaller ulcerations. In the dis- 
tended ventricle of Morgani was discovered a tooth with its crown 
forward and its root pointing backward. When the larynx closed 
the tooth was partly covered with the granulations, but in the median 
line could clearly be seen a dark speck corresponding with the posi- 
tion of the tooth. From literature one gets no information concern- 
ing teeth inthe larynx. The latter probably fell in the larynx during 
extraction occasioning suffocation spasms which forced it into the 
ventricle of Morgani, where it has made for itself a nest. Foreign 
bodies in the larynx are no curiosity, and there are many instances 
of their remaining there for years without giving trouble. Such was 
the case reported by Garick of a needle being iodged transversely in 
the glottis.—Monatschr. f. Ohrenhetlk., p. 22, 1892. 

In Desault’s case a cherry stone lodged for two years in the ven- 
tricle of Morgani.—Gottstein, Krankh. des Kehlkopfes, p. 202. 

KG6hler refers to a case of a one-mark piece (size of a United 
States ‘‘quarter’’) wedged under the right vocal cord, and the author 
saw a case where a nutshell was held under the glottis for fifteen 
months, wrapped in granulation. 


*Original Specimen in Section Room of the Commune Hospital. 































TUBERCULAR LARYNGITIS IN CHILD OF THREE YEARS. 
BY GOTTLIEB KIAER, M.D., COPENHAGEN. 


Greda P. was an inmate of Queen Louisa’s Hospital for Children 
from December 28, 1900, to February 5, 1901. Parents healthy. 
Father, brothers and sisters died of phthisis. She is the third of 
five, one of which died at three and one-half years from tuberculosis. 
During the last year she has been suffering from hoarseness and 
coughing, the latter of the croupy character at night; no vomiting 
succeeding, and no suffocation. During her sojourn in the hospital 
respiration was accelerated, with inspiratory in-drawings of the 
jugulum to an insignificant degree—expiration obstructed and 
prolonged. Stethoscopic examination negative at first, but later 
showed an emphysematous condition, especially in the upper lobe 
of the left lung. <A protubercle bacilli revealed in the septum. 
Urine contained albumen. 

December 31st.—The laryngoscope revealed much swelling of 
the epiglottis, and the ligamenta, ary-epiglottica, so much so that 
the lumen of the larynx appeared reduced to a three mm. cross 
diameter. The mucous membrane was much swollen, red and pre- 
sented the appearance of having kernels in its surface. Vocal cords 
not visible, and there was no ulceration. The patient died six months 
after this examination. Post-mortem showed the epiglottis very much 
swollen and stiff. The mucous membrane on the posterior part of 
the epiglottis was covered with kerneller excrescences with here and 
there an atrophied overlaping ulceration, giving a gnawed-off appear- 
ance to the upper portion of the epiglottis. These changes in the 
mucous membrane extended over the whole inner part of the larynx, 
so that the separate anatomical parts could not be made out; the 
vocal cords, the ventricular cords, were completely destroyed, leav- 
ing only a slight indication of the entrance to the ventricle of Mor- 
ganza. In the upper part of the trachea were two hemp-seed sized 
superficial ulcerations. Large swollen glands were discovered next 
to the trachea, and along the left bronchus. The upper lobe of the 
left lung revealed cavities filled with pus, the largest the size of a 
hazel nut. Both lungs showed the tubercular process in other parts. 
Tubercular disease was also discovered in the upper part of the 
ilium, the cecum and in the left kidney. 








































A FEW CASES OF SUPPURATIVE MIDDLE EAR DISEASE, 
THE COMPLICATIONS AND OPERATIONS.* 


BY ALBERT B. MCKEE, M.D., SAN FRANCISCO. 


In speaking of middle ear and mastoid disease, the line between 
the acute and chronic cases is often not sufficiently distinctly 
drawn. Thetwoclasses of cases are quite different in their nature, 
although acute symptoms may, at any time, be manifested by a 
chronic case. In the one case, we have acute and unmistakable 
manifestations and the necessity for operation is well marked; in 
the other, the danger, if any, is more remote and the individual 
often enjoying good health. Insuch cases there is likely to be 
diversity of opinion in regard to the necessity of an operation and 
the responsibility of urging it upon the patient is much greater. 
Again, the operative methods are quite different, and a much greater 
knowledge and skill are required in the operation for chronic sup- 
pnration than in case of a mastoid abscess. In the latter case, 
nature often shows the way unmistakeably, and an operator of 
mediocre ability niay succeed in obtaining a brilliant result, whilst 
the operation in chronic cases depends upon the unaided skill of 
the surgeon. 

Another point which ought to be emphasized is that the symp- 
toms in the one are urgent and the relief immediate, in the other, 
the patients may not be aware of the advisability of operation and 
the cure may be slow and, in the.eyes of the laity, incomplete. 

In the following paper cases tending to illustrate both varieties 
and the varying difficulties are tabulated as nearly as possible 
under proper headings. This paper is not intended as an ex- 
haustive description of the various mastoid operations but only for 
the purpose of giving the author’s individual experience, in the 
hope that the discussion aroused may add something to our knowl- 
edge of the subject. 

Case J.—Acute mastoidits after swimming: 

C. H., aged forty, came to me on March 30, 1896, complaining 
of pain behind the ear and in the top of the head. He said that 
the pain made its appearance after swimming and diving and that, 
in childhood, he had suffered a rupture of the drum of the ear from 
asimilar cause. The examination showed much tenderness to 





* Read before the San Francisco Seciety of Eye, Ear, Nose and Throat Surgeons, March 
21, 1901. 351 
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pressure behind the ear and over the tip of the mastoid process. 
There was a small amount of purulent discharge in the ear, and 
the drum membrane was bulging in its posterior segment. Pulsa- 
tion in the region of the anterior half of the membrane made it 
probable that a perforation was present, but the prolapse of the 
posterior-upper wall rendered it impossible to see the perforation. 
The watch was not heard on contact with the ear. Temperature 
about 99/;°.. The tenderness soon disappeared under treatment 
and the pain was so much diminished that the patient went to 
work, however he was not quite restored to the normal condition; 
and, one month later, after some pain in the ear, discharge of pus 
followed. The mastoid again became tender and there wasa 
neuralgia-like pain in the side of the head. The symptoms again 
became less under treatment with ice and leeches but tenderness 
persisted. The patient’s temperature rose at times to gg*/s;. At 
times the ear felt almost normal, again the pain and tenderness re- 
appeared. The sensitiveness became localized in the region of the 
mastoid foramen and a very slight edema made its appearance. 
Five or six weeks after his first visit, during which time the symp- 
toms had varied so much that there was some doubt as to the necessity 
tor operation, the mastoid operation was done. Upon incising the 
periosteum, pus was evacuated. The point of exit was not dis- 
covered unless it made its escape through the mastoid foramen. 
The cortex of the mastoid was very hard. The mastoid cells were 
opened and a small quantity of pus evacuated. The recovery was 
uneventful except that neuralgia persisted for some time after, a 
sequel which has often been noticed after mastoid operations. 

Case /7.—Acute mastoiditis, sinus thrombosis, pyemia. Re- 
covery. 

On August 22, 1996, I was called to see L. M., who complained 
of severe pain in the ear, which he ascribed to swimming. .The 
pain first made its appearance six days previously, but diminished 
somewhat, again becoming severe two days prior to my visit. 
There was also prolapse of the posterior wall. Temperature 
1o1?/;°, and the tongue was heavily coated. On the following 
morning there was a profuse discharge of pus from the ear. The 
pain and temperature diminished somewhat, but the temperature 
rose again. Onthe afternoon of the 25th the patient’s temperature 
rose to 103°. ‘He wasrestless and slightly drowsy, but there was 
no swelling over the mastoid. On the following day the mastoid 
was opened. The patient’s condition was improved after the 
operation, but the improvement was only temporary. The tem- 
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perature reached 104%4°. The patient complained of abdominal 
distress, and the rise of temperature and irregularity of the bowels 
were ascribed to the same cause. 

On the 29th there was vomiting and diarrhcea, following which 
the boy claimed some relief. On the following day there was ten- 
derness in the region of the right biceps and, a day later, there was 
some complaint of pain in the popliteal region. There was a faint 
redness over the right upper arm. Suppuration from the mastoid 
wound was profuse. In consultation it was decided that the pyemic 
symptoms were due to absorption from the mastoid. A second 
operation was made and the entire cortex of the mastoid was re- 
moved. The mastoid antrum was opened more freely and the 
communication with the middle ear enlarged. The temperature 
again fell gradually and the patient complained only of soreness 
in the arm, and he felt so much better that he expressed a desire 
to read. 

September 3d, morning temperature normal, but the evening 
temperature rose to 102'/;? Patient had a profuse sweat. Follow- 
ing this he had a chill, vomiting and diarrhoea. The temperature 
continued to vary within great limits. On the 15th there was 
cedma and tenderness in the right arm and leg and the mastoid 
wound was fillled by granulations. The patient was again ether- 
ized, the granulations curetted anda large amount of pus evacuated 
from the arm and leg. Further exploration of the mastoid and 
sinus was in view, but the condition of .the patient rendered it 
necessary to postpone the work. Again there was a rise of tem- 
perature, diarrhcea and sweats, and an incision in the other leg 
evacuated an enormous amount of pus. About this time the tem- 
perature was subnormal at times. 

October 1oth, the temperature, which has not been above 100 
for the past few days, rose suddenly to 102!/:°.. The discharge from 
the arms and legs has nearly ceased. Diarrhoea, vomiting and 
rigors. The patient complained of severe nocturnal headaches. 

There was slight tenderness in the jugular region and an illy- 
defined cord. The skull was not sensitive to percussion. A few 
curd-like masses of pus, unlike anything seen heretofore were 
evacuated from the wound. The patient’s condition began to im- 
prove soon after this, and notwithstanding occasional rises in tem- 
perature, there was gradual recovery. On November 5th the 
patient was sitting up and complained of diplopia. Eleven days 
later he was examined under favorable circumstances and several 


minute hemorrhages discovered in the retina. All of the symp- 
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toms gradually disappeared and the patient made a complete re- 
covery. There can be little doubt now of the correctness of the 
diagnosis, and yet, at times, the indications did not appear as 
clear as would seem from ‘heir summing up. The patient was 
very unruly, disposed to exaggerate his symptoms or conceal them 
as his moods varied. The first examination of the eye was nega- 
tive owing to the defective illumination and the restlessness of the 
patient. The symptoms of obstruction of the jugular vein were 
not well defined, and the patient was in the habit of acknowledging 
or concealing the sensitiveness of a part as best became his mood 
at the moment. The theory of absorption trom the mastoid 
should not have mislead us, but in view of this and the formation 
of abscesses in the limbs the symptoms were readily accounted for. 

Case J7/.—Acute mastoiditis, operation. Recovery: 

N. S., aged sixteen years, has complained of a constant pain in 
the left ear for the past two weeks. The patient is very pale and 
emaciated and there is a family history of tuberculosis. 

Examination shows the hearing to be very defective on that 
side, the posterior upper wall of the meatus prolapsed, a small 
amount of purulent discharge and slight cedema and tenderness 
of the mastoid region. The temperature was 99?/;’. 

In addition to the ear trouble, there was a large adenoid and 
consolidation of the apex of the left lung. 

Upon the following day the mastoid was opened. The perios- 
teum was found much thickened and the cortex of the mastoid 
very soft and vascular so that it could be opened with a curette. 
About a drachm of pus was evacuated. Healing was complete in 
about three weeks and the patient was .completely relieved from 
his ear trouble. 

Case /V.—Acute mastoiditis, operation. Recovery. 

For the past week has had pain in the ear. Examination shows 
the auricle projecting somewhat from its normal position and the 
mastoid region very sensitive to pressuse. There was some pro- 
lapse of the posterior upper wall, but no discharge from the ear. 
A free opening into the mastoid antrum gave exit to a small amount 
of pus with complete relief. The wound was completely healed in 
about five weeks. 


Case V.—Acute mastoiditis; Wilde’s incision. Recovery. 

Miss T———, aged eighteen, awoke one morning with pain in 
the ear. On the following day a profuse discharge of pus from the 
ear took place. About three weeks later the pain began again and 
was accompanied by mastoid tenderness and slight vertigo. 
Paracentesis gave exit to a small amount of pus and much relief 
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to the symptoms. Leeches and ice bags were used and the trouble 
relieved for a time, but the patient never regained her former con- 
dition. The trouble was never sufficiently urgent to render an 
operation necessary. On Deceiber 28th, about seven weeks after 
the onset of the trouble, there had been subnormal temperature on 
one or two occasions, with an occasional rise to 100° Pressure on 
the mastoid produced a sensation as though fluid were escaping 
into the ear. There was slight mastoid tenderness, and an un- 
pleasant feeling in the ear upon walking. The discharge from the 
ear had ceased some time before, and the drum membrane was al- 
most normal in appearance. In consultation it was decided to 
make a Wilde’s incision. This procedure was carried out, but 
with noimmediate effect on the symptoms, Under general hygienic 
measures the patient gradually and completely recovered. 

The patient was found to have a very marked hysterical ten- 
dency, and this may aid in explaining the apparent lack of rela- 
tion between the seemingly pronounced symptoms and the re- 
covery after a Wilde’s incision. 

Case VJ,—Catarrhal otitis, mastoiditis, extra-dural abscess; 
operation. Recovery. 

Mrs. H., aged forty-four, had an attack of la grippe, accompanied 
by pain and fullness in the left ear. The watch was heard only on 
contract, the M. T. was hyperemic and the landmarks not visible. 
Treatment for several weeks by means of cathererization and the 
use of pilocarpine produced little improvement. About a month 
after the onset of the trouble there was a slight mastoid tenderness. 
The patient went to the country for a month, and returned with the 
symptoms practically unchanged. She noticed upon stooping a 
feeling as though something moved in the ear. Three weeks after 
her return from the country the mastoid tenderness again appeared 
and there seemed to be a slight projection of the auricle. Five days 
later the condition of the ear was as follows: Occasional, but very 
moderate pain, considerable swelling over the mastoid region, slight 
prolapse of the posterior upper wall, illy-defined sensation of deep- 
seated fluctation, pressure upon the mastoid produces a feeling of 
fluid entering the ear, edema in the parotid region, temperature for 
- the past two evenings has reached 100° 

The mastoid was opened on the following day. Upon incising 
the periosteum there was an escape of pus. A fistula was discovered 
leading backward to the lateral sinus. The antrum was freely 
opened and a large piece of bone over the sinus removed, giving 
exit to considerable pus. The sinus was found to be intact. Healing 
was uninterrupted and the wound was closed in about five weeks. 
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Case VII.—Mastoiditis, operation. Recovery. 

E. G., aged sixteen, had a discharge from the ear for four years. » 
Two months prior to my visit he had pain in the mastoid region 
with considerable swelling and vertigo of so severe a character that 
he was unable to stand. The temperature reached 104”.. 

The symptoms passed off but. upon recurring, I was called in to 
operate. The operation presented no unusual features. The cortex 
of the mastoid was thin and the cells extensively diseased. The 
relief was complete and the convalescence normal. 

Case VI/I.—Chronic suppurative otitis, meningitis. Death. 

C. H., aged twenty-eight, had been having pain and dtscharge 
from the right ear for two weeks, and the pain for the last four days 
had been intense. The patient admitted that he had had discharge 
from the ear prior to this attack, and the appearance of the ear would 
indicate that the trouble was one of very long standing. The ex- 
amination showed a small amount of foul smelling discharge, a 
large cicatrix occupyiug the lower half of the membrane and a 
slightly projecting reddish area above. The region behind the ear 
was slightly sensitive to pressure. A free paracentesis resulted in 
much hemorrhage and much relief to the pain, but little pus was dis- 
covered. Within a few days the projection above became more 
marked and was seen to be a polypus protruding from a small 
opening in Shrapnell’s membrane. A large piece wasremoved with 
the snare, and, on the following day an equally large mass was re- 
moved, the growth seemed to be forced forward as fast as a place 
was made for it. Three such pieces were removed, and after the 
last operation.a considerable amount of pus escaped. The patient 
was free from pain for some time following this and able to be at 
his work for nearly two weeks, when he was again seized with pain 
in the ear. A free opening was made in the membrane and the 
patient again showed some improvement. He failed to report a 
few days later, and upon calling upon him it was found that he had 
suffered greatly during the night, but was much easier at the time 
of my visit. , 

The patient complained of pains in the back of the head and there 
was some sensitiveness to percussion. The odor of the discharge 
from the ear was very foul. The temperature was not taken at this 
time. 

Three hours later I found the patient unconscious and _ his breath- 
ing stertorous. The fingers of the left hand were flexed. The 
temperature was 104°/;? and the pulse 68. The patient was per- 
spiring profusely and was said to have had a chill. Notwithstand- 
ing the desperate condition of the man, in consultation with the 
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family physician, it was decided to remove him to the hospital, as 
no facilities for operating could be had at the house, and to explore 
the mastoid and adjoining region. The mastoid was found filled 
with offensive granulation tissue and thoroughly curetted. The 
sinus was uncovered and found normal. An opening was made up- 
ward from the middle ear and the dura incised, however no pus was 
found and the dura was not noticeably affected at that point. No 
further exploration was attempted. The coma persisted, sweats, 
rigors, high temperature, twitching of the left leg and arm, optic 
neuritis, and death followed two days later. 

Case 1X.—H. B., aged about thirty-six, was seen by me June 5, 
1899. On March 8th he began having pains in the left ear, and three 
days later there was a discharge of pus. Up till May 15th he got along 
well when he was seized with severe vomiting without nausea, lasting 
five days. There was also severe vertigo which persisted up the 
time of operation. The temperature is said to have reached 103°, 
and there was some blurring of vision. At the time of his visit to 
me there were the usual signs of mastoiditis. The simple opera- 
tion was done and the patient made an uneventful recovery. 

Case X.—Mastoiditis from suppurative otitis following scarla- 
tina. 

T. B., aged four years, was taken sick with scarlatina on Novem- 
ber 25, 1900. Orie week later both ears began to discharge and 
continued to do so until December 3d when the boy complained of 
pain behind the ear. There was a slight cedema of the mastoid 
region and some protrusion of the auricle. The drum membrane 
showed a small perforation with prolapse of the upper wall. The 
symptoms declined somewhat under the treatment, but on the roth 
there was a rise of temperature with increase of trouble. Examina- 
tion of the pus by Prof. Ophuls showed a pure pheumococcus. The 
mastoid was opened on the following day and an uneventful re- 
covery followed. 

Case XJ.—Chronic middle-ear suppuration, cholesteatatoma of 
the mastoid, operation. 

A. M., aged twenty years, had had a suppuration of the middle 
ear many years. At the time of my first examination I found a 
small slit-like perforation near the anterior wall. The discharge 
was very thin and exceedingly offensive. The perforation was en- 
larged but no cessation of the discharge followed. Later the malleus 
was removed and free access had to the tympanic cavity, but no im- 
provement followed after many month’s treatment. The patient 
suffered no inconvenience save that of having to cleanse the ear fre- 
quently. On June 19, 1900, the mastoid was opened by Dr. W. E. 
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Briggs, of Sacramento, with my assistance. Upon removing the 
cortex the whole mastoid was found to be one great cavity about the 
size of an almond, filled with a mass of cholesteatoma. Thismass was 
removed, in doing which the sinus was uncovered, and the posterior 
wall of the meatus was taken away. Dr. Briggs did the operation 
for the purpose of demonstrating to me the method of Jansen, of 
Berlin, for closing the wound by a posterior flap and skin grafts, 
but it was considered better in view of the nature of the trouble to 
leave the wound open. At the present time there is a fistulous 
opening lined with epithelium behind the ear, but there is always 
a small amount of discharge in the ear. The middle ear and mas- 
toid opening communicate freely and the ear can be packed from the 
posterior opening. The patient is at least safe in his present con- 
dition, but as the cholesteatoma continues to form it is doubtful if 
the cure will be complete. 

Case XT/,—Chronic suppuration of the middle ear. Operation. 

Mrs. P., aged about forty-five, had had a discharge from the ear 
since childhood. She consulted various aurists, all of whom ad- 
vised an operation. 

The lower part of the membrana tympani was absent and there 
was a small amount of discharge present. 

July 18, 1900, the mastoid was opened. The bone was found ex- 
ceedingly hard and the mastoid process very small, in fact the dura 
was uncovered after a small amount of bone was removed and the 
middle lobe of the brain seemed to overlap the antrum. Finally 
the posterior wall was cautiously removed and with a small hook in 
the antrum the opening was enlarged. The ossicles were removed 
and the middle ear freed from diseased tissue. A flap was made of 
the posterior wall and the operative wound closed. The flap was 
held in place by packing, after several skin grafts were inserted. 
Owing to the incomplete success of the grafting the bone was slow 
in healing. Eventually the bone was completely covered by cicatri- 
cal tissue and the ear was completely dry. This new-formed tissue 
shows a tendency to the formation of small blebs as in an ordinary 
external otitis, but the cavity is freely accessible and no disease of 
middle ear present. 

Dr. Briggs informs me that he has done this operation a number 
of times with good success, in one case at least the cure having 
been complete in five weeks. Jansenseems to have demonstrated 
the possibility of immediate application of the grafts without wait- 
ing for granulation. 

533 Sutter street. 








ANIMATE BODIES IN THE AUDITORY CANAL.* 


BY J. M. INGERSOLL, A.M., M.D., CLEVELAND, OHIO. 
Lecturer on Oto-Laryngology in the Medical Department, Western Reserve University. 

Animate bodies in the auditory canal are rather unusual and are 
considered somewhat of a curiosity. If the insect is vigorous and 
active, its movements usualiy cause excruciating pain in the ear. 
If the ear is normal and the insect is small, the intruder may be 
held fast in the wax, and so cause no inconvenience; the patient 
may not even be aware of the presence of a foreign body in the 
ear. In such cases the foreign body usually acts as a nucleus around 
which the wax is deposited, and the insect is not discovered until the 
wax is removed, or the ear is examined for some other cause. 
Sometimes one of the hairs in the auditory canal, or a piece of hair 
from the head or beard, may be lodged in the canal in such a posi- 
tion as to give the sensation of something crawling or moving in the 
canal; especially when the patient is eating or talking, and such a 
condition may be easily overlooked, unless the ear is carefully ex- 
amined with a good light. A very small insect may enter the canal 
and be hidden by a little wax, or by the curve in the canal, and so 
escape observation, but gentle syringing will remove it. 

Foreign bodies, whether animate or inanimate, imbedded in 
cerumen, may remain in the auditory canal almost indefinitely with- 
out causing any trouble. The greatest danger is from unskillful 
attempts to remove the body. No one instrument is suitable for all 
cases, but the safest and most useful instrument in the great ma- 
jority of cases, is the aural syringe. 

The Year Book of Nose, Throat and Ear for 1g01, mentions the 
three following cases of animate bodies in the auditory canal re- 
ported during the past year. Dr. C. H. Lovewell found a bee 
imbedded in a mass of cerumen. The patient said that while he 
was working on a farin in 1872, an insect flew into his ear. For 
three days the pain was very severe, and then subsided while he was 
asleep. He had suffered no discomfort since then and supposed that 
the insect had escaped. 

Dr. B. F. Church removed a _live tick from the canal. The pa- 
tient gave a history of having had a clawing sensation in his ear for 
two years, and the accumulation of: cerumen and epithelial scales 


* Read before the North Central Ohio Medical Society, March 29. 1901. 
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external to the tick, led Dr. Church to think that the patient’s state- 
ment was correct in regard to the time that the insect had been in 
the ear. Dr. A. J. Holmquist reported the removal of three maggots 
from the ear. 

The three following cases occurred in my own practice: 

Mrs. S. came to my clinic at the Lakeside Hospital, and said that 
during the previous night an insect, had crawled into her right ear. 
She could feel something moving in the auditory canal, and at times 
suffered severe pain, accompanied. by noises that were almost un- 
bearable. An examination of the right ear showed a small black 
insect crawling around in the bony canal. The insect was easily 
removed by means of a syringe full of warm water, and was found 
to be a bedbug. 

The second case was a young actress who came to see me in re- 
gard to a gradually increasing deafness in the right ear, secondary 
to scarlet fever. On each side just above the tragus, there was a 
congenital fistula auris; on the left side the fistula was about 1.5 
c.m:* deep; on the right side there were two shallower ones with a 
common opening. 

These two fistule contained a small amount of foul, sebaceous 
material. According to Virchow, such fistula represent the incom- 
plete closure of the upper bronchial clefts. 

In the right auditory canal, a dark brown striated body could be 
seen. With a pair of small forceps I removed a cockroach. The 
roach’s head was toward the drum membrane, showing that he had 
crawled into his living tomb, probably while the patient was asleep, 
for she had suffered no discomfort and was surprised and chagrined 
when I showed her the roach. There was no discharge in the audi- 
tory canal, so that the roach could not have been attracted by any 
abnormal condition there, but the exudate from the fistula was prob- 
ably the thing which had attracted it to this region. After entering 
the auditory canal, it was held fast by the small amount of wax 
which was present, and died there. 

It hardly seems possible that so large an insect could enter and 
remain in the canal without causing the patient some pain, but she 
had experienced none and had no idea how long the roach had been 
in her.ear. The deafness was due to a lesion in the middle ear and 
was not affected in any way by the removal of the roach. 

The third case was a laboring man who came to my clinic, suffer- 
ing intense pain in his left ear. The auditory canal was filled with 
a squirming mass of small maggots, and several stray ones were 
wandering around over the auricle. The patient said that he had 
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had a purulent discharge from his left ear for years. Three days 
before he came to the clinic he had lain down on the grass and gone 
to sleep. The following day his ear pained him and bled a little. 
On the morning of the third day he discovered some maggots on his 
pillow, and with his finger removed quite a number from the audi- 
tory canal and the auricle. With a syringe and warm water I 
washed out 169 maggots. Then the ear was dried and four more 
were removed with a pair of small forceps, making 173 maggots 
altogether. The ear seemed to be clean then, and was dusted with 
nosophen powder. The patient was given a saturated solution of 
boric acid and absolute alcohol, with instructions to put five drops 
of the solution in his ear three times a day, and return for treatment 
of otitis, but he never came back, so that I presume the maggots 
were all removed. Evidently while the man was sleeping on the 
ground, a fly had been attracted by the odor of the pus and had de- 
posited her eggs in the auditory canal. Most of the maggots were 
nlaced in a vial containing ninety per cent of alcohol, and at the 
end of three hours some of them were still alive and active. A few 
larve placed in ar :: 1,000 bichloride solution were killed almost 
immediately, showing that if for any reason such larve could not 
be removed from the ear, a bichloride solution is much more effi- 
cient than alcohol in destroying them. 

When one considers the extreme sensitiveness of the auditory 
canal and the drum membrane, the excruciating pain usually caused 
by an active insect in the canal is not surprising, and the noise made 
by the insect’s movements, particularly when it touches the drum 
membrane, isterrible. In such cases if the insect cannot be removed 
immediately by syringing the ear, the auditory canal should be filled 
with a heavy oil, which will interfere with the insect’s movements 
and effectually cut off its airsupply. Olive oil andalbolene are among 
the best oils for such a purpose, but if they cannot be obtained at 
once, machine oil or any of the heavy oils, oreven melted butter, 
may be used. After the insect has been killed in this way, there is 
no longer any need of haste in its removal. 

Children frequently put beans or peas or pebbles or some other 
small objects into their own or each other’s ears, and the parents 
become alarmed, not on account of the pain which such thingscause, 
but through fear that the hearing will be destroyed. Before making 
any attempt to remove such bodies, the ear should be carefully ex- 
amined to determine whether or not a foreign body is in the auditory 
canal, and if one is present, to determine its nature and size, 
shape and position. By drawing the auricle gently backward-and 
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upward, the auditory canal is straightened, and if the sunlight is 
allowed to fall directly into the ear, a very good view of the canal 
and even the drum membrane, can usually be obtained. If a foreign 
body is present, it can usually be seen in this way, without the use 
of a head mirror and aural speculum. Small bodies which do not 
fill the canal can be removed by gently syringing the ear. The 
auricle should be drawn backward and upward to straighten the 
canal and the stream directed between the wall of the canal 
and the foreign body, so that the return current will force the body 
out. When the foreign body nearly or completely fills the canal, 
syringing would tend to force it inward. If it presents a smooth 
surface, a piece of twine may be teased out, covered with glue, and 
placed against the body and held in position by a cotton packing 
until the glue sets; then removing the body, by pulling on the twine. 
Dr. C. Macaskie reports the removal in this way, of a piece of rub- 
ber from the end of a leadpencil. If the body is rough and irregu- 
lar, it may be grasped with a pair of small forceps and removed. 
Smooth bodies may sometimes be secured by carefully passing a fine 
tenaculum beyond the body, and removing it by traction. Instru- 
mental removal of foreign bodies should not be attempted except 
under the most favorable condition in regard to light and instruments. 
It is better to give an anesthetic than to injure the canal through the 
patient’s unwillingness or inability to hold still. 

If the body cannot be removed by careful manipulation through 
the canal, it will be necessary to detach the auricle and enlarge the 
canal posteriorly. Injury to the canal, through unskillful attempts 
to remove a foreing body, should be treated by cold applications 
until the inflammation subsides, unless there are indications for an 
immediate radical operation. 

50 Euclid Avenue. 






































SYPHILIS OF THE NOSE AND THROAT. 
BY EDWARD DOAK CAPPS, M.D., FORT WORTH, TEX. 


Professor of Physiology and Diseases of the Brain and Nervous System, Medical Depart- 
ment Fort Worth University, Oculist and Aurist to Florence Sanitarium, 
State Masonic Widows’ and Orphans’ Home, Etc., Etc. 


As no tissue or organ in the body is free from the attacks of this 
disease, the nose and throat come in for their share. Syphilis 
most often affects these organs in the tertiary stages, and its ravages 
are fast destructive ; in fact, so rapid is the progress of the disease 
on these organs, that unless the diagnosis is made early, and the 
treatment vigorous, ugly deformities and injured functions will 
almost certainly result. : 

It behooves the practitioner to understand the characteristics of 
the disease in its effects on these structures, and unless he does, 
woe be unto his patient. 

Primary syphilis in these localities does not produce such harm- 
ful effects, and hence, if one fails to makea diagnosis, destruction 
of tissue to any great extent may not take place. It is my belief 
that the laity’s idea of the bainful effects of ‘‘catarrh” comes prin- 
cipally from their observing the results of tertiary syphilis. The 
popular idea of catarrh is that it eats away the tissues as it comes 
to them, sparing neither soft parts or bone, leaving behind in its 
ravages holes in the face, swollen noses and eventually descend- 
ing in the larynx, destroying the voice, and finally into the lungs, 
even destroying life. This picture is bad, even in syphilis, but 
the first part is not far, if any, removed from the truth, and there 
is only one other disease that I now recall, that is likely to pro- 
duce such results. It is perhaps possible for tubercular disease to 
have such an effect, though I have not been so fortunate or un- 
fortunate as to see a case, and am inclined to believe that death 
would occur before such results, from the progress of the disease 
in more vital parts. 

The most frequent locations for syphilis to attack in these organs, 
are first on the soft palate, a little to one side or the other of the 
uvula, and second in the nasal septum; less frequent the turbinated 
bodies are involved, as are also the tonsils and part of the pharyn- 
geal wall. When the soft palate is the seat of the disease, it will 
be found to be very much swollen, red and tender to the touch 
and ulcerated. The size of the ulcer depending on the length of 
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time the patient has gone untreated. The ulcer is often situated 
on the top of the soft palate so that, unless one examines the case 
with the rhinoscopic mirror he will overlook it, and will only dis- 
cover the same when it has ulcerated through the soft palate, and 
perhaps almost cut the uvula off from that side, the large swollen 
uvula left to hang down into the throat and produce continual 
hawking, spitting and coughing from its tickling the tongue and 
filling the throat. In many instances, the uvula will be found to 
have ulcerated off at some previous time in which case the ulcer 
begins a little to one side of the center of the velum palati, and 
will rapidly extend, involving in one long continuous ulcer, the 
anterior faucial pillar of the same side. These ulcers progress 
surprisingly rapid, and even in a few days may produce an im- 
mense destruction of tissue, resulting in deformities and patholog- 
ical conditions which interfere seriously with the voice and other 
functions of the organs. Ulcers located on or above the soft palate 
are extremely painful, especially when one swallows or speaks, 
hence these patients rapidly loose flesh and strength, for the 
simple reason that deglutition is so painful they can hardly eat. 

When the ulcer is in the nose it has the same appearance as on 
the soft palate. It is more often located on the anterior portion of 
the septum, leaving behind a hole that varies in size according to 
the length of time elapsing, before the institution of vigorous treat- 
ment. It is here that the disease causes the most distressing de- 
formities, for. if not successfully treated, the septum is soon 
destroyed, the nasal bones likewise, and the ‘‘saddle” nose is the 
result, a mark the unfortunate patient must wear the rest of his 
days. He tells his friends that catarrh was the cause, and then if 
they have a little discharge from the nose they have catarrh, and 
then the ‘‘quack”’ is called to reap a harvest. 


Where syphilis attacks the turbinated bodies or the post-pharyn- 
geal wall it is not so apt to cause such destruction, er at least the 
results are not so bad, because of the difference ia the importance 
of the tissues. However, if left untreated, the bodies of the ver- 
tebre may be attacked, and then serious results occur. I have 
seen two cases where the disease attacked the sphenoid bone, and 
abscesses formed in the cells of that bone and in the infection ex- 
tending from the cells into the brain, producing death. 

The treatment is local and constitutional ; of these two, the con- 


stitutional is the most important, and of course is that of tertiary 
syphilis. 

























































CAPPS: SYPHILIS OF THE NOSE AND THROAT. 865 


The iodide of potash in rapidly increasing doses to the point of 
tolerance, has proven most satisfactory in my hands, though I have 
used mercury with it, with good results. _The iodide is given but 
after a full meal, and should be alternated now and then with a 
tonic of quinine, iron and strychnine, if given any great length of 
time and certainly one should never dismiss a case of this kind é 
until he has eradicated every vestige of the disease possible. 
Locally, alkaline cleansing sprays, s. ¢., Seiler’s tablets, glyco- 
thymoline, etc., followed by the application to the ulcerated spot 
of a ten per cent solution of nitrate of silver, tincture of iodine 
or pure carbolic acid. 

I have found the silver more satisfactory. In applying the iodine 
or the carbolic acid, the ulcer should first be cocainized, and in 
many instances it will be found necessary to use cocaine on the ulcer 
before meals, so that the patient can eat enough to sustain him. 
The points I would most impress are, first, the necessity of mak- 
ing an early diagnosis, if the ulcer occur on the soft palate; this is 
easy, for once can almost be sure that such an ulcer is specific, 
and is due to the breaking down of the gumma. And second, the 
institution of vigorous constitutional and local treatment. 

These accomplished, we would see fewer saddle noses, and 
less often the so-called nasal twang of voice. 
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NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Stated Meeting March 27, 1901. 
W. K. Simpson, M.D., Chairman. 


Dr. J. H. Aprauam exhibited a Jacunar knife which had been 
considerably modified since its presentation about one year ago. 
Another instrument presented was a tonsillar punch, which was 
unique, in that both jaws move. With it he was able to success- 
fully attack all deeply imbedded tonsils. 

Dr. Corwin presented an Italian boy of sixteen years, who had 
come to him with a history of cough and hoarseness, and having a 
septic condition of the trachea and larynx. He had subsequently 
removed a large mass of lymphoid tissue from the naso-pharynx. 
At present there was a thickening of the ventricular bands and ad- 
hesion between them for a portion of their length. In phonation 
the right arytenoid cartilage rides above and across the left one. 

Dr. T. J. Harris reported the case of a woman twenty-seven, 
with a history of a growth in the nose for about fourteen years. 
Nothing had been done during all this time, and when seen by him 
there had been total occlusion of the right side. He had removed a 
small portion for examination, and the pathologist had reported it to 
be a melanosarcoma. Under ether he had endeavored to clear the 
nasal passage, and had succeeded in giving fair breathing space. 
The antrum was opened and nothing discovered there. Assuming 
the diagnosis to be correct, he would like to know whether it was 
justifiable to proceed to an external operation, and what should be 
its nature. The growth seemed to spring from the region of the 
anterior turbinate. There had been absolutely no return of the 
growth in the two months since he had first seen it. 

Dr. WALTER JouNSON said that if an operation were to be done, 
it should be done early, and must of necessity be an extensive one. 
A position of expectancy would seem to be justified at the present 
time, especially as the patient objected to an external operation. 

Dr. M. D. LepermMaAnN thought the slow growth of the tumor 
would be against the diagnosis of melanosarcoma, as in cases of this 


kind that he had seen the growth had been very rapid. Melano- 
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sarcoma was particularly rapid in its growth, and soon invaded 
neighboring cavities. The patient’s good general condition spoke 
against the diagnosis of this very malignant form of growth. 

Dr. JonATHAN WriGur said that the clinical history was entirely 
opposed to a diagnosis of melanotic sarcoma, as this was a specially 
malignant form of sarcoma. He had seen a number of apparent 
sarcomata of the septum in which, so far as the microscopical ex- 
amination had gone, there had been nothing to distinguish them from 
malignant growths. In some of these cases the growth had been 
simply shaved off, and there had been no return. Where the clinical 
history contradicted the microscope in cases of suspected sarcomatous 
malignancy, he preferred to rely upon the clinical diagnosis. 


Tuberculosis of the Tongue. 


Dr. W. F. Cuappe.t read a paper on this subject. He said that 
while primary tuberculosis of the tongue is rare, many secondary 
infections had been reported. In the past three years, ten secondary 
tubercular infections of the tongue had come under his observation. 
In his opinion, any infection of the tongue was doubtful without 
some surface abrasion, but such abrasions were common. A sec- 
ondary infection was usually a late manifestation of a pulmonary or 
laryngeal disease, making its appearance as a nodule at the site of 
some abrasion. After a time this would break down, forming .a 
fissure or ulcer. In eight of his cases the ulceration had occurred 
on the tip and sides of the tongue; in two cases the ulceration had 
appeared first in the center of the tongue near the base. Any pain- 
ful ulceration in these situations, occurring in a tuberculous indi- 
vidual, was probably tuberculous in its nature. The presence of 
tubercle bacilli in the ulcer was pretty good evidence of its origin, 
but these bacilli were not alwaysfound, The ulcer was usually flat 
or irregular, without any surrounding hardness. The base of the 
ulcer is formed by a tough, glistening membrane of a pearl-gray 
color, differing totally from anything that he had observed in other 
ulcerations. No glandular enlargements were observed in any of 
his cases. There was usually severe pain, generally of an intermit- 
tent character. A case, believed to be one of primary tubercular, 
infection, was then reported. The speaker said that the tongue 
should afford an unusually good opportunity for treatment, and he 
believed much could be done by individualizing the treatment. Ifa 
primary infection, the part should be excised, but in cases of sec- 
ondary infection he would not advise an operation, so long as the 
patient’s general condition was bad or there were evidences of tuber- 
cular activity. The ulcer should be cleansed with peroxide of 
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hydrogen and Dobell’s solution, after which, under cocaine anesthe- 
sia, necrosed tissue should be removed by superficial curetting. 
Then a twenty-five per cent solution of lactic acid or No. 2 creosote 
solution recommended by him should be applied. The ulcer should 
- be covered with iodoform and benzoin solution, twenty grains to the 
ounce. The treatment should be repeated daily until red points ap- 
pear here and there, when Balsam of Peru should be substituted. 
Later on, a weak nitrate of silver solution would be found a useful 
application. In any case, improvement would be very slow. 

Dr. Woirr FREUDENTHAL said that out of the many cases of 
tuberculosis of the upper-air passages ‘hat he had seen there had 
been some cases of secondary tuberculosis, but none of primary 
tuberculosis of the tongue. He had noted secondary tuberculosis of the 
anterior portion of the tongue. The emulsion of orthoform and men- 
thol, which works so well on the larynx, had proved very disappoint- 
ing on the tongue. In a previous paper he had tried to show that in 
most cases the point of entrance was the retropharynx. In his opin- 
ion, the hypertrophies found in the retropharynx were all secondary 
to the action of the tubercle bacillus. In cases of ulceration of the 
tongue and throat he had been using the electric light treatment, and 
had found it a very helpful means of treating tuberculosis. The 
method was absolutely painless. 

Dr. E. Mayer looked upon this as a primary lupus of the larynx, 
beginning in the epiglottis. The presence of a very few bacilli and 
the general history pointed to this diagnosis, and thus made the case 
a very rare one. 

Dr. WricutT said that he had seen some of the microscopical 
specimens from Dr. Coakley’s case, and must admit that the case 
had been well proven. Post-mortem evidence seemed to prove that 
the infection of the cervical glands was an ascending one from the 
lungs in adults and a descending one from the pharynx in children. 
If scrapings were made from the crypts of a tonsil one would be 
astounded at the enormous number of bacteria present, yet it was 
exceedingly rare to find them under the epithelium. However, dust 
particles of the same relative size would be found passing through 
the epithelium in large numbers. Apparently the bacteria were 
kept out not by the mechanical action of the epithelia but by the de- 
structive action of the juice ot the underlying lymph cells. In cases 
in which the tonsils of tuberculous individuals had been studied he 
had noted that the cocci were present once in enormous numbers, 

forming abscesses here and there. Evidently the chemistry of the 
lymphoid tissue was the determining factor in infection, through the 
tonsils. 
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Dr. H. L. Swain, of New Haven, said that it was extremely rare 
that one was called upon to deal with tuberculosis of the tonsils. He 
had never seen a case of primary tuberculosis of the tongue, and only 
a few secondary ones. The explanation was apparently that given 
by Dr. Wright. Those who had seen autopsies on children, and 
had noted the large number of glands in the mediastinum which are 
evidently tubercular, must know that many cases seemingly primary 
are really secondary. 

Dr. WENDELL C. Puivuips said that after Dr. Wright’s remarks 
it seemed clearer why we occasionally meet with glandular compli- 
cations in connection with other diseases. About one year ago he 
had written a paper calling attention to the glandular complications 
of tonsillar inflammations occurring in connection with the grip 
epidemic of 1899. Suppurative glandular complications, it had 
been quite generally agreed, had been very common in connection 
with that epidemic, and the glands had become infected from the 
tonsils. 


Clinical Experience with Adrenalin. 


Dr. Emm Mayer read this paper, and reported briefly on thirty- 
five rhinological cases in which adrenalin had been used by him. 
He said that Dr. Jokichi Takamine, of New York City, had suc- 
ceeded in isolating the blood-pressure-raising principle of the supra- 
renal gland and had named it adrenalin. It is a light white 
crystalline substance having a slightly bitter taste. It is slightly 
alkaline in reaction, and is soluble in cold water with difficulty, and 
more readily in hot water. It is easily oxidized by the air, changing 
to pink, red and brown. It is such a powerful astringent that a solu- 
tion of the strength of 1 to 10,000 blanches the conjunctiva, thus 
being at least 625 times the strength of the suprarenal extract. The 
solution changes color slowly, and in five or six weeks presents the 
flocculi seen in solutions of cocaine and morphine. This could be 
prevented by the addition of chloretone, but even without this the 
solution would maintain its efficiency. Adrenalin was now made 
up in the form of tablets, one of which dissolved in half an ounce 
of water gives a solution of the strength of 1 to 10,000. This is 
sufficiently strong for all operative cases, while 1 in 500 or 1 in 600 
would answer for ord:nary local applications. In none of his cases 
had there been any constitutional disturbance following its use. 

Dr. Joxicut TAKAMINE, having been invited to open the discus- 
sion, said: At the outset I wish to thank you for the honor you 
have done me by giving me an opportunity of coming here and of 
now asking me to discuss the interesting paper we have just heard 
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read. Needless to say I have been very much interested in all Dr. 
Mayer has said. In his opening remarks he said something about 
the suprarenal extract being a good culture medium. The same 
idea was forced on my attention when I was beginning my investi- 
gations. In fact I thought it was nothing but suprarenal soup— 
something similar to oxtail. Not being a medical man, I am unable 
to add any information to that you have already received from a 
medical or clinical standpoint, but there are one or two chemical and 
physiological characteristics of the extract to which I would like to 
call attention. As the author of the paper has said, several investi- 
gators have been at work upon it for some time, and two of them 
claimed to have succeeded in isolating the active principle of the 
gland—I refer to Professor Abel, of Johns Hopkins University, and 
Dr. Furth, of Strasbourg. There still exists a controversy between 
them as to which of the two substances they have discovered is the 
real thing. But without going into what they have done I may say 
this, that the substance which I have isolated is in basic form and 
alkaline form, which neither of the substances isolated by them is. 
The substances isolated by Professor Abel and Dr. Furth were in 
the form of compounds or salts of the active principle in more or 
less impure condition, that is more or less mixed with foreign bodies. 
My substance on the other hand is crystallized, and I think this is 
nature’s certificate, that it is a definite chemical composition and 
not the result of any arbitrary mixture—nature’s certificate in short 
that it is the actual substance of which we have been in search, the 
active principle of the supra-renal gland. Its natural tendency, 
moreover, is always to resolve itself into a crystalline form. You 
take one form of crystal for instance, and dissolve it in hot water, 
and you find if you subsequently evaporate the water that it resumes 
its crystalline form, just in the same way that sugar does. This ef- 
fect, so far as I am aware, has not been obtained with any previous 
substance claiming to be the active principle of the suprarenal 
gland. Therefore, I can claim at all events to have gone a step or 
two further than my predecessors in this line of investigation, and 
if you take into account the marvellous physiological strength of the 
minutest particle of this substance, and at the same time consider 
the chemical reactions which it causes, I think you will admit that 
the substance before you must be what I claim it tobe. Nowl 
wish to conduct one or two experiments with the view of showiag 
you some of the properties possessed by this substance. Here I 
have a solution of adrenalin, 1 to 10,000 in water. Into it I put a 
drop of ferric chloride—just a drop, observe, and in a few moments 
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you will observe this colorless solution will change toa beautiful 
green. That is one characteristic change of the active principle. 
Next we find that by the careful addition of alkali the green color 
can be changed into a beautiful red, while by the addition of a few 
drops of caustic soda to neutralize the alkali you can change the red 
color back into green—thus giving you both ends of the drug store. 
Now I will conduct another experiment to show you the strong 
power of the substance as a reducing agent. I again take a solution 
of 1 to 10,000, and into it I put a few drops of solution of chloride 
of gold. Inside of five or ten minutes this colorless solution will 
gradually change first to a pinkish and then to a purplish red, and 
in a few minutes more the solution of chloride of gold will be re- 
duced to metallic form. This is another characteristic change which 
adrenalin produces. Now I wish to direct your attention to the 
diagrams on the wall which show the effect of adrenalin on the 
blood pressure. Its strength in this respect is shown by the fact 
that lc.c. of a chloride solution 1 to 100,000 intravenously injected 
has a very striking effect. You will observe that within a few sec- 
onds the blood pressure rises, and then gradually comes down. The 
amount of adrenalin injected into a dog weighing 8 kilos was .oooor 
gram, which is equivalent to .oo000125 grams per kilo body weight, 
which shows a very wonderful amount of strength. Another demon- 
stration is a very easy one. If you take a very weak solution you 
will find that the conjunctiva of the eye can be blanched ina very 
few moments. I have tried how far the solutions can be diluted 
atid still retain this blanching power, and I found that a drop of as 
weak a solution as 1 to 1,500,000 is sufficient to blanch the eyelid 
within a minute. In this case the blanching does not last very long, 
but still the effect is sufficient to show how remarkably strong the 
substance is. This means that one of the tablets of adrenalin 
tartrate which I have here when dissolved in two gallons of water 
will show the activity of the substance on the eyelid, or in other 
words, one drop of the solution of 1 to 1000 which is now before 
you when put into an onnce of water or normal salt solution will 
suffice for this purpose. When I first made up bottles of adrenalin for 
experimental purposes some of them developed a growth similar to 
what you find in cocaine and ether, but I have since removed that 
objection by adding a little preservative. Chloretone I have found 
to act very nicely, a small quantity of it being quite sufficient to do 
away with the sediment. Apart from this, however, I have done 
away with the necessity of keeping the preparation in solution by 
getting it made up in the tablets of which I have some specimens 
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here. Another point I wish to direct attention to is this, that the 
properties of the substance are not destroyed by heat, and therefore 
a solution can readily be made sterile by boiling it, which you can 
do for whatever time you please without destroying the drug. I 
beg to thank the members of the society for the attention they have 
given me. 

Dr. W. H. Bares said that he had been making tests with 
adrenalin for the past four months. It certainly was a wonderful 
astringent, hemostatic and heart stimulant. Mention was made of 
a case under chloroform anesthesia in which the pulse had dropped 
to thirty a minute during a mastoid operation, and had become 
almost imperceptible, yet by the use of ten drops of adrenalin 
chloride solution by mouth, representing about !/jo00 of a grain, the 
heart had been very promptly and marvelously stimulated. The 
solutions of adrenalin do not keep any better than do solutions of 
atropin, and he had caused infection of the eye from the use of an 
apparently sweet solution of adrenalin, which, however, on micro- 
scopical examination had been found to contain fungi. He had 
found by repeated tests that chloretone does not preserve adrenalin 
solutions. After exposure to the air for a few days a precipitate 
-would appear containing bacteria. While boric acid and resorcin 
would prevent any change in the odor of the solution, the solution 
would be found after a time to be swarming with bacteria. Solu- 
tions of adrenalin on exposure to the air lose much of their physi- 
ological action. He would recommend the avoidance of preserva- 
tives and reliance upon sterilization. 

Dr. N. H. Witson said that he had used adrenalin quite ex- 
tensively since last October, and with uniformly good results, ex- 
cept in cases of epistaxis or where there is a free flow of blood. 
He did not find that it was very easily absorbed by the stomach. 
A case of scurvy with severe hemorrhage was cited, in which the 
hemorrhage had been promptly checked by the absorption of the 
adrenalin from the mucous membrane of the mouth. 

Dr. T. R. CHamsers said that he had used adrenalin in a case of 
syphilitic iritis, and had found that it hastened the cure. In rheu- 
matic iritis this same treatment had given a great deal of pain, 
although the eye was better the next day. He had tried it ina 
typical case of Grave’s disease without any effect on the eye or 
upon the pulse. In acute and subacute laryngitis, in combination 
with orthoform, its action had been most brilliant. 

Dr. Mayer: I have only a word or two to say in reply to the 
points raised in the discussion. Incidentally I may say that the drug 
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has been used in the clinic of Dr. Asch as well as in my own, and 
there also good results were obtained. The whole question of the 
suprarenal gland and its derivatives I admit is not yet fully ynder- 
stood by any of us, but this discovery by Dr. Takamine should be 
of great use in advancing our knowledge of their properties. So 
great a confidence did I acquire in adrenalin in the course of my ex- 
periment that I may mention that in two cases I did not pack the 
noses after operation, and no secondary hemorrhage occurred. In 
regard to epistaxis, in which one of the speakers has said he found 
it did not succeed, I can only repeat that I used it in such cases with 
satisfactory results. Dr. Gleason, of Philadelphia, I understand has 
also been experimenting with the drug and has obtained good re- 
sults in cases of pharyngitis. Summing up I may say that I believe 
that in adrenalin we have a remedy of very far-reaching possibili- 
ties, and I agree with the mover of the resolution that we are under . 
a very deep debt of gratitude. 

Dr. TAKAMINE: I have to thank Dr. Bates for pointing out the weak 
points in the preparation. Iam trying to improve all these things 
asmuch asIcan. With regard tothe existence of bacteria or fungus 
growth, it all depends on the extent to which you expose the solu- 
tion. The same thing applies to almost every other preparation. 
In fact if you take distilled water and expose it long enough to the 
air the chances are that it will get infection. Adrenalin being of 
organic origin is of course more likely to become infected in a shorter 
period of time than water. In such cases as affections of the eye, 
where the organs are peculiarly sensitive, it goes without saying that 
it is necessary to be more than ordinarily careful about the steriliza- 
tion of any substance that is to be used as hemostatic or remedial 
agent. Therefore, when adrenalin is to be used in such cases, all you 
have to do is to boil the solution, and if that does not do boil it 
again, say for twenty-four hours if you like. I am aware that the 
first samples of adrenalin I gave out were not quite right, but since 
I have added chloretone I am perfectly satisfied as to the stability of 
the preparation for all practical purposes. I have made up a 
thousand bottles with chloretone which have not yet been opened, 
and they remain perfectly bright. Those that have been opened I 
admit we cannot be sure of. I hope by means of further investiga- 
tions along this line to be able to produce a substance that will be 
perfectly stable. I beg to thank the Society for its kindness in 
giving me an opportunity to address it, and also for the very kind 
reception it has given me. 








LARYNGOLOGICAL SOCIETY OF LONDON. 


SIXTY-FOURTH ORDINARY MEETING, MARCH 8, 1901. 
E. CressweEt.t Baser, M.B., President, in the Chair. 


The following cases and specimens were shown: 


A Case of Malignant Disease of the Larynx in a Man et. Forty- 
seven, Treated by Thyrotomy and Removal of the Diseased 
Area, Shown Seven Months After Operation. 


Shown by Sir Friix Semon. Mr. F. J. B., et. forty-seven, was 
sent to me on July 4, 1900. He had been suffering from hoarse- 
ness for several months past. This was the only symptom. 

On examination the right vocal cord was found to be much tume- 
fied in the middle part and ulcerated in front, the ulceration ex- 
tended into the subglottic cavity, and the mobility of the cord was 
much affected; the left side was quite free. Iodide of potassium 
failed to exercise any effect, and thyrotomy was performed on July 
16, 1900. When the larynx had been opened, it was found that the 
new growth was a good deal more extensive than it had appeared 
from laryngoscopic examination. It not only occupied the whole 
right half of the larynx, completely destroying the right vocal cord, 
but also extended below the anterior commissure to the front part 
of the subglottic cavity, and attacked the front part of the lower 
surface of the left vocal cord. On the other hand, it was well cir- 
cumscribed. When the growth was removed it was found that it 
deeply infiltrated the thyroid cartilage, both on the right side of 
the subglottic cavity and on the left side of the anterior com- 
missure. It was removed together with an area of apparently 
healthy tissue, and the parts were very energetically scraped, so 
that everywhere healthy cartilage was visible. Considering the 
condition just described, the chances with regard to recurrence 
appeared rather doubtful. The parts removed were examined by 
Mr. Shattock, who reported that the growth was a typical squa- 
mous-celled carcinoma. The patient made an uninterrupted re- 
covery, and returned home on Jyly 26th, ten days after operation. 

Four months later Mr. Cecil Powell, of Stoney Stratford, re- 
ported for Dr. Maguire that the patient was getting on very satis- 
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factorily, his general health had much improved, he had gained in 
weight, and the voice, which had been quite aphonic, had slightly 
increased in strength. 

When I saw him on February 11th, 7. e., seven months after 
operation, he was, as he is now, in excellent health, there being 
not the least trace of recurrence, and the voice, although still : 
hoarse, had gained a good deal in strength since the operation. 
On phonation the remnant of the left vocal cord somewhat crossed 
the middle line, but only in front reached the cicatricial ridge 
which replaces the removed right vocal cord. 

Mr. P. pe Santi asked Sir Felix Semon the percentage of abso- 
lute recoveries in the cases on which he had operated. He knew 
the general percentage, but it would be interesting to hear what 
were his individual figures. 

Sik Fetix Semon hoped the voice would continue to improve. 
His experience was that the improvement continued up to the end 
of the first year, and even after that in some cases. In reply to 
Mr. de Santi, he said his last cases, namely those of the past 
eighteen months, had not been tabulated, but excluding these his 
permanent cures were 83.3 per cent. 

Specimen of Retention Cysts of the Lymphoid Follicles of the 
Vallecula. 

Shown by Mr. H. Beruam Ropinson. This specimen was re- 
moved from a healthy man et. twenty-five, who complained of a 
lump in his throat and occasional pain in the neck. 

On examination, both by means of the tongue depressor and the 
laryngeal mirror, some whitish /vmfs were seen at the base of the 
tongue, standing out above the level of the mucous membrane, and 
situated about the outer margin of the vallecula; on the right side 
was a single large one, the size of a sixpence, and on the left side 
were three smaller ones. 

Under cocaine they were removed with scissors and forceps. 

The histological examination of these growths corroborates the 
clinical diagnosis. They consist of tonsillar tissue with retained 
products in the follicles. 

The specimen seemed to him worth bringing to the notice of the 
Society, as he could not find any record of this condition. 


Case of Chronic Laryngitis with Thickening over the Cricoid 
Posteriorly. 
Shown by Mr. H. Bernam Rosinson. The patient, a man et. 
forty-four, complained of aching pain at the back of the neck and 
some pain on swallowing. There was nq history of tubercle or 


syphilis; no cough, and no loss of flesh. His voice was husky and 
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weak. There was general chronic laryngeal catarrh, with marked 
thickening of soft parts in the middle line posteriorly, and also 
definite subglottic thickening of the true cords. 

Under the application of chloride of zinc all the symptoms and 
signs of catarrh had disappeared, with the exception of the pos- 
terior thickening. 


Two Cases of Recent Perforations of the Septal Cartilage. 


Shown by Mr. H. BerHam Ropsinson. The first case was of 
tuberculous origin, and occurred in a lad et. twenty, who first 
noticed both his nostrils blocked in January, 1899. After a little 
while there was discharge from the right nostril, and later from the 
left. There was no pain except when the nostrils were completely 
blocked by crusts. 

At the beginning of February, 1901, he was found to have a cir- 
cular perforation in the septal cartilage, with thickened margins 
covered by gray watery exuberant granulations. These were 
curetted away, and lactic acid, twenty per cent, rubbed in, after 
which iodoform ointment was applied. He had very much im- 
proved under this treatment. 

The second case occurred in an engine-driver, xt. forty-three, 
who complained of discharge from right nostril. 

When first seen there were black crusts on either side of the car- 
tilaginous septum, but no evidence of a perforation could be dis- 
covered by means of a probe. On the left side there was a small 
angular spur. 

Over the right temple was a small indurated spot, and there was 
enlargement of the pre-auricular and cervical glands, probably 
secondary to the spot. : 

There was no history of tubercle, but a definite one of syphilis 
eighteen years before. 

When next seen, sixteen days later, there was an oval perfora- 
tion in the cartilage only, without any thickening of the edges, and 
the glands in the neck were breaking down. 

The question here was whether the perforation, limited as it was 
to the cartilage, was induced by the trauma (picking), or whether 
syphilis played any part in its production. 

The PREsIDENT said that the first case was undoubtedly tubercu- 
lar, and that the other might be either a syphilitic lesion or a simple 
perforation. The bone was not exposed, and the perforation was 
entirely in the cartilage, which was in favor of its being of a simple 
character. 


Dr. Dunpas Grant asked if Mr. Robinson had seen the case at 
the stage of the gumma. 
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Mr. BetHam Rosinson said the patient referred to when first 
seen had simply a black mass where the perforation was now 
situated, which looked very much like necrosed cartilage. There 
was no hole then, but when he next saw the case he found: the 
perforation in its present position. The septum broke down very 
rapidly. The softening glands in the neck might possibly be of 
syphilitic origin. 


A Case of (?) Sarcoma of Tongue and Fauces. 


Shown by Mr. H. Betuam Rosinson. The patient, a married 
woman et. forty-nine, was first seen on February 2oth last, and then 
gave the following history. She had noticed no symptoms before a 
month ago. Her throat then felt ulcerated, and something seemed 
to burst; there was a slight bleeding, but no matter. The bleed- 
ing had not been repeated, and there was no pain or dyspeena, but 
with theincrease in size of the tumor eating and drinking had become 
difficult. Her appearance corresponded with her acknowledged 
good health. There was no history of syphilis or tubercle, 

On examination over the left posterior half of the tongue there 
was a somewhat circular swelling, the edge of which was raised 
fully one-eighth of an inch above the surface of the tongue. It ex- 
tended backwards and downwards, involving the left tonsillar region 
by the side of the epiglottis. The tongue movements were remark- 
ably free, and the growth, though extensive superficially, evidently 
did not penetrate to any depth into the substance of the tongue. 
The surface of the swelling did not seem ulcerated, and (on Febru- 
ary 20th) there was only one slightly enlarged gland at the angle of 
the jaw. 

Since the patient was first seen the glands on the left side have 
become considerably enlarged and matted; this might be explained 
by an attack of influenza during the past few days. 

The pathologist considered the tumour to be a mixed sarcoma, 
but Mr. Robinson thought that syphiloma was by no means improb- 
able. This view was to some extent borne out by the following 
points: The age of patient, her good health, the rapid growth, the 
absence of pain, and the tardy involvement of glands. On this sup- 
position, iodide of potash had been given for the past week with 
some improvement. 

The PresipENT remarked on the interesting nature of the case. 
Its character was doubtful. Antisyphilitic treatment ought to be 
tried. 

Mr. Spencer thought from the clinical appearance and from the 
microscopical specimen that the case was one of gumma. 

Sir Fexix Semon asked if the painlessness was not in favor of 
syphilis as against malignancy. 
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Mr. BetHAM Rosinson, in reply, said the growth was called 
‘sarcoma’ because this was the opinion expressed in the patholo- 
gist’s report. He favored syphilis himself. 


Case of a Male 42t. Twenty-Six With the Left Vocal Cord in the 
-adaveric Position, Right Facial Palsy, and Paralysis of 
the Right Genio-Hyoglossus and the Left Half of the Soft 
Palate. 

Shown by Dr. Havirtanpn Hatt. T. I. , et. twenty-six, 
corporal 6th Lancers. Has had five and a half years’ service in 
India. Has since been in South Africa. Has not had fever. Acute 
rheumatism in July, 1900. Admits gonorrhea but no history of 
syphilis. 





Patient was on active service in the recent South African cam- 
paign. Two days after embarking for England from Cape Town 
patient first noticed a difficulty in swallowing. This steadily in- 
creased, and reached its maximum in fifteen days. Two days after 
landing at Southampton he first noticed a difficulty in speech, which 
is now so pronounced. This also gradually increased, and became 
stationary in about nine days. This period was also marked by the 
first appearance of the hacking, brassy cough, which was very dis- 
tressing on admission into hospital. Patient had not noticed the 
right facial paralysis or the weakness on the right side until they 
were pointed out to him in the hospital. 

There is no history of headache, fits, or vesical or rectal trouble 
during the development of the present illness, and it is remarkable 
that the patient has never had to lie up, or been in any way in- 
capacitated from going about while the symptoms have been mani- 
festing themselves. 

Condition on Admission.—No headache, vomiting or optic neuritis; 
intellect clear; no aphasia; speech markedly affected. Difficulty 
with labials and linguals to some extent, but great hoarseness also. 

Eyes react to light and accommodation; no ophthalmoplegia of 
any kind; no nystagmus; paralysis of whole of right seventh, and 
deafness of right ear. Paralysis of right genio-hyoglossus. Tongue 
cannot be deflected to left side. Palsy of left side of soft palate; 
left vocal cord in cadaveric position. 

Both sterno-mastoids and trapezii act equally well. Marked 
weakness on right side of body (both limbs). Both knee-jerks 
abolished; no ankle-clonus; plantar reflexes normal. 

No sensory disturbance of any kind in body or limbs; some 
blunting of sensation in fauces, palate and posterior pharyngeal 
wall. 
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A disseminated subacute polio-encephalitis is suggested as the 
probable cause of the condition. 

The patient has had iodide and mercury in full doses, but with- 
out any apparent amelioration of his symptoms. 


Case of Extreme Deflection of Septum to Right Side, Causing 
Almost Complete Unilateral Obstruction, in a Male et. 
Twenty. 

Shown by Dr. Pecier. In this case there was considerable 
deviation of the right nasal bone with discoloration and thicken- 
ing. The patient sought advice more for the disfigurement than 
for the obstruction to breathing or deadness of his voice. There 
was a history of a fall at the age of three. The case was shown to 
elicit from members whether in such an extreme case as this there 
seemed a prospect of a good result from a sawing operation, or 
whether one of the methods of fracturing and forcible straightening 
of the septum appeared preferable. 

Dr. Hersert TILLey thought that the best treatment would be 
to saw off the projection in the right nostril. It was nota suitable 
case for Asch’s operation, because the space in the left nasal cavity 
was already none too large for breathing purposes, and the result 
of Asch’s operation would be to still further occlude the left side 
without making much difference on the right. The great thicken- 
ing of the nasal’bone on the right side was interesting. Accorcing 
to the patient, this had been present since the fall which caused 
the septal deflection. It would seem to be one of those cases of 
traumatic periostitis of the bone, examples of which had already 
been shown to the society at previous meetings. 

Dr. PEGLER, in reply, thanked the members for their sugges- 
tions. He should try the saw as suggested in the first instance, as 
he had had on the whole better successes in these cases by that 
- means than by performing an Asch or one of its modifications. 
The careful use of splits or adhesion preventers would be an im- 
portant part of the after treatment. 


Case of Malignant Disease (Extrinsic) on the Left Side of the 
Larynx in a Male et. Fifty-six. 

Shown by Dr. Pecier. In this case there was also a malignant 
involvement of some glands on the same side of the neck. The 
case was shown to ascertain the feeling of members as to question 
of performing complete extirpation, the patient being willing to 
submit to any operation proposed for his relief. The history only 
extended back four months; voice not affected. 


Mr. P. pE Sant! was strongly of opinion that the case should be 
left severely alone. The man had a large mass of glands on the 
left side, which were very hard and fixed. , There were sure to be 
other glands deeper down, and it would be impossible to remove 
these, and therefore impossible to remove the whole disease. 
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Case of Malignant Disease of the Tonsil. 


Shown by Dr. Jonson Horne. The patient, a man et. sixty, 
states that the symptoms of the throat affection from which he is 
suffering are of not more than five months’ duration. At first he 
experienced a soreness on the right side, more painful on swallow- 
ing; this steadily increased, and now deglutition is most difficult 
and painful. 

There is considerable glandular enlargement on the right, and 
also on the left side, and obvious swelling about the angle of the 
jaw, and under the chin there is a discharging sinus. 

The jaw can be only partially opened, and the tongue cannot be 
protruded. The right tonsil is enlarged, extending across middle 
line, on: the surface of which is an ulcer with thickened edges. The 
ulceration is extending on to the soft palate. 

Recently he has experienced pain in the region of the left tonsil. 
There is no history of syphilis obtainable. He absiains from 
spirits, and only smokes half an ounce of tobacco a week in a clean 
pipe. Since February 26th he has taken thirty grains of pot. iod. 
a day, and has experienced relief. 

The case is shown in the hope of eliciting suggestions as to 
etiology, and for affording relief by either medicinal or operative 
measures. 


Case of Total Extirpation of the Larynx. 

Shown by Dr. Giecc for Mr. Harvey. When admitted to hos- 
“pital this patient a man et. forty-eight, was not in good general 
condition. 

On examination a sessile growth the size of a large bean was 
seen situated on an infiltrated base just below the right aryteno- 
epiglottidean fold, and running obliquely down over ventricular 
band and hiding the anterior two thirds of vocal cord. The right 
side of larynx was fixed, and the posterior third of the vocal cord, 
which was alone visible, was seen to be motionless and white. 
The left side of the larynxand the vocal cord moved freely. There 
was an indefinite thickening on right side of neck opposite the 
level of thyoid cartilage (enlarged gland?). The respiration was 
comfortable although there did not seem to be very much room. 
The voice was hoarse. The patient could only take fluids owing 
to obstruction to passage of solids, but had no pain. © 

History.._Until six months before operation the patient never 
had any trouble with the throat. About that time he had a little 
difficulty in swallowing and a feeling of gurgling in the throat. 
About two months before operation had pneumonia, temperature 
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reaching 105°, and suffered from great dyspnea, so much so that 
tracheotomy was contemplated. During the next two months he 
was hoarse on and off, gradually getting worse; there was increased 
difficulty in swallowing, the cough was often severe, and there was 
much phlegm in throat, and occasional slight earache. He could 
swallow solids until two days before admission. Had been a heavy 
smoker and also drank freely. He had suffered from winter cough, 
and lately some wasting. There was a history of syphilis twenty- 
five years ago; he had been taken iodide of potassium without any 
benefit. A piece of the growth was removed and examined micro- 
scopically, and the diagnosis of epithelioma was confirmed. 

On July 25, 1900, the operation of total extirpation of the larynx 
was performed by Mr. Harvy, and it was then found that on the 
right side, at the leyel of the inferior cornu of thyroid, the growth 
had perforated into the neck through the posterior part of the crico- 
thyroid membrane. 

The patient’s health remained good, and the local conditicn satis- 
tory up to December, 1900, when he presented himself for examina- 
tion, and a large, hard, irregular gland was found and removed from 
the sheath of the jugular above the level of the great cornu of the 
hyoid on the left side. He has now a Gluck’s artificial larynx, 
whereby a loud whisper can be produced and conversation can readily 
be carried on, and his health appears to be quite satisfactory. 


Case of Extreme Elongation of Uvula. 


Shown by Dr. H. J. Davis. This patient, a male et. fifty-two, 
is the subject of left hemiplegia and old nasal and laryngeal trouble. 
He sought relief for stridor and dyspnea associated with complete 
ahductor paralysis of right cord. 

The cords now move well, and there is no stridor, and I am simply 
showing him as a curiosity for another season. He has the longest 
uvula I have ever seen. It hangs like a pigtail from his fauces, and 
when he protrudes his tongue—which organis also of unusual length 
—you can see without the help of a spatula the uvula lolling on to 
the epiglottis. 

Dr. Davis, in answer to a question, said the man had a slight 
cough, but the physical signs in the chest accounted for it.. The 


patient did not wish to be operated upon; there was slight anesthesia 
of the pharynx. 


Sir Feuix Semon said he thought the scarring would account for 
the anesthesia of the pharynx. 
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Specimens of Post-Nasal Growths Removed “En Masse’’ With a 
Curette. 

Shown by Dr. H. J. Davis. These specimens, besides demon- 
strating the size to which such growths may develop, show: 

(1) Two lateral masses attached to the median raphe. 

(2) Another specimen of the same in which the growth is studded 
with white specks, similar to that observed in follicular tonsillitis. 

(3) A mass at free border of which is an ulcerated area contain- 
ing pus and calcareous matter. This was removed from a child et. 
seven, with enlarged cervical glands and probably tubercular. 

(4) A central mass with a largish vessel entering upper surface. 

They have been preserved in spirit since last June, and are there- 
fore much shrunken, but the sulci and convolutions are very well 
marked. 


A Case of Submucous Hemorrhage of Soft Palate. 


Shown by Mr. pE Santi. This occurred in a man and was the 
size of a walnut. It had appeared suddenly whilst eating some 
crusts of bread, and was in all probability due .to bruising therefrom. 
He had had two similar attacks, once on the back of tongue and 
once underneath the tongue in the floor ot the mouth. 

When first seen by Mr. de Santi there was an ulcer in the right 
glosso-epiglottic fossa, on both sides of which there were enlarged 
veins. The hemorrhage from the back of the tongue had probably 
come from the right glosso-epiglottic fossa. 

The man was not a ‘‘bleeder.’’ 

Unfortunately alltraces of the haematoma had by now disappeared, 
and also the ulcer already referred to. 


Drawing of Congenital Fenestration of the Faucial Pillars. 


Shown by Dr. Watson Wituiams. This was shown in refer- 
ence to the cases and drawings brought forward at the previous 


meetings of the Society. It depicted another case of probable con- 
genital malformation. 


Case of Fixation of the Left Vocal Cord and Empyema of Right 
Maxillary Antrum. 

Shown by Dr. DunpAs Grant. Frances T 
married, came under my observation on February 14, 1901, com- 
plaining of hoarseness and dyspnea on exertion, and a frequent 
catch in the breathing. The hoarseness had been present to a slight 
degree for from eighteen to twenty years, and had been gradually 





, et. forty-four, 
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getting worse. On examination the left vocal cord was found to be 
absolutely fixed in the median position, its edge being markedly 
concave. Both cords had lost their lustre, and were distinctly con- 
gested. There appeared to be an abnormal degree of fulness round 
the base of the arytenoid cartilage in the left hyoid fossa. There 
was a slight movement of the left cornicula. The movement of the 
right vocal cord was not quite complete. There appeared to be a 
rounded fulness under the left vocal cord, but this proved to be due 
to a shadow cast by a very dark greenish pellet of inspissated muco- 
pus adhering to the lower surface of the right vocal cord. On in- 
spection of the naso-pharynx there was found to be a small collec- 
tion of muco-pus in the neighborhood of the right middle turbinated 
body, and on anterior inspection there was found a polypoid en- 
largement of the middle turbinated body. On transillumination the 
right antrum showed comparative opacity, and when it was punc- 
tured a considerable amount of foetid muco-pus was washed out. 
The frontal sinuses were perfectly translucent. There is a slight 
flattening of the bridge of the nose, attributed to compression at 
birth. 

She is the twelfth of a family of fourteen, of whom only two 
others survive. The brother, two years older than herself, died at 
fourteen of scarlet fever. Her father lived to very old age; her 
mother died at forty-four of dropsy, probably from heart disease. 
There are believed to have been several miscarriages. The patient 
has had seven children, of whom two have died; no miscarriages. 
She is somewhat anemic, the palate is paretic, the pupils contract 
to light, and the knee-jerks are normal. The expulsion of the in- 
spissated muco-purulent crusts in the larynx has been greatly facili- 
tated by the inhalation of turpentine in warm water, and by the 
occasional injection of 10 per cent menthol in olive oil into the 
trachea, the voice having become much clearer and the breathing 
much freer. She has been washing out the nasal passages, and it is 
proposed to puncture the antrum without delay. There is no evi- 
dence of abnormality in the thorax, and the laryngeal affection is 
probably maintained by the nasal suppnration. 

Dr. pE Havi__anp HALL thought it was an affection of the joint 
rather than a paralytic one. There certainly seemed to be on com- 
parison with the right cord a difference in the shape, the left aryte- 
noid being more round and full. 

Dr. Dunpas Grant was glad to hear Dr. Hall’s confirmation of 


his own opinion. The swelling was extremely small, and conse- 
quently left room for a considerable difference of opinion. 
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Case of Tumor of the Vocal Cord in a Boy. 
Shown by W. G. Spencer. This boy, et. twelve, has a tumor 


obscuring the right vocal cord, also a swelling in the right leg groin. 

Huskiness in speech was first noticed a year ago, which has in- 
creased, until now he is very hoarse. : 

The swelling in the right leg began five years ago, after a blow 
from a stone. It disappeared, to return six months ago. The pa- 
tient presents no other evidences of inherited syphilis. In the 
larynx there is nothing abnormal except a tumor, which obscures the 
right vocal cord. The swelling is red in color, has a smooth glisten- 
ing surface, and shows no sign of ulceration or hemorrhage. When 
the glottis closes it seems to come in contact with, and then to pass 
somewhat over, the left vocal cord. But the right vocal cord vi- 
brates freely during vocalization, as shown by the fact that the vocal 
fremitus to be felt in the crico-thyroid space seems to be equal on 
the two sides. 

The swelling in the leg involves the upper and inner surface of 
the tibia; the skin is discolored ; two apparently periosteal nodes are 
to be felt on the tibia, from which extend backwards to the popliteal 
space an induration of the skin and subcutaneous tissue. The 
swelling is tender, and there is pain, especially at night. The fem- 
oral glands below and the iliac glands above Poupart’s ligament are 
a little enlarged, but soft and discrete. 

Dr, DE HAviLanp HALL asked if any one would have suggested 
that the laryngeal condition was of syphilitic origin from the local 
appearances without reference to the tumor in the leg. To his 
mind the cord gave no suggestion of a specific lesion. He thought 
that it was a tumefaction rather than a distinct tumor, and he should 
have had no idea of suspecting syphilis unless he had seen the leg. 

Dr. Lampert Lack thought that some members might remember 
a similar case shown to the Society by Dr. W. H. Kelson. In this 
case also there were no definite signs of inherited syphilis. The 
indefinite outline of the swelling on the ventricular band and the 
fixation of the cord pointed to its being of an inflammatory origin. 

Dr. SrCriair THomson said there was nothing in the appearance 
of the laryngeal condition indicative of a specific lesion. It agreed 
with what was commonly described as prolapse of the ventricle, 
but which was treaily inflammatory hypertrophy of the ventricle of 
Morgagni. Perhaps the case might be treated first with anti- 
specific remedies to see what the result would be before resorting to 
surgical or other treatment. 

Dr. Bonp did not think it was specific, and he doubted whether the 
leg was, for there was a distinct history of injury at the begining. 

Mr. SPENCER, in reply, said the cord was not fixed; vocal fre- 
mitus was obtained equally on both sides. He thanked Dr. Lack 
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for recalling the case of Dr. Kelson to his mind. Thls might bea 
gummatous infiltration. With regard to Dr. Bond’s remarks to the 
effect that the tumor in the leg might be due to the stone which in- 
jured the boy five years ago, it was rather a long time for a trau- 
matic osteitis to be gradually going on. The injury might have 
localized the gumma in that particular position. He would treat the 
case with pot. iod. and show it again in a month’s time. 


A Laryngeal Case for Diagnosis. 


Shown by Dr. PerMewan. The patient, a man et. fifty-five, 
was sent to him four weeks ago suffering from dysphagia. 

On examination a small circular white tumor about the size of a 
sixpence, low down on the back of the pharynx, could be seen on 
depression of the tongue. Laryngoscopically there was swelling of 
both aryteno-epiglottic folds, and behind the right arytenoid cartil- 
age there was a whitish, granular-looking polypoid swelling. The 
left side of the larynx and left vocal cord were quite immobile, there 
being apparently fixation of the cord very near the median line. 

The small growth was removed with a snare, aad on examination 


was pronounced by a pathologist to be ‘‘inflammatory.’’ The 
patient was ordered iodide of potassium. Three weeks afterwards 


the patient was seen again, and there was some apparent recurrence 
of the pharyngeal growth, but otherwise the appearances were un- 
changed. Dr. Permewan desired the opinions of the society on the 
nature, prognosis and treatment of this case. 


Sir Fevix S—EMon would not commit himself definitely, but he was 
inclined to think that the various projections in the pharynx on the 
left and right side originated from one and the same general infiltra- 
tion, which also caused the fixation of the left half of the larynx, 
He thought the whole thing was malignant. 

Mr. SPENCER thought that it might be syphilitic, but if not that it 
was most likely malignant. He had shown a large number of cases 
to Dr. de Havilland Hall at the Westminster Hospital, in which 
malignant disease of the lower part of the pharynx had gone un- 
noticed for a long time. The primary growth in that situation was 
exceedingly small. In this connection he instanced the case of a man 
who had a growth for a long time not quite as large as a threepenny 
piece, and indurated glands on each side of the neck. He had seen 
six cases in two years of malignant growth of the lower portion of 
the pharynx, and in one or two there were indurated glands in the 
neck, these latter having been sent to him with the request to take 
away the glands; in none could he see any chance of doing good by 
surgery. 

Dr. DunpAs Grant brought béfore the Society about a year ago 
a man with an extremely small growth in the wall of the pharynx, 
similar to that-seen on the left side in Dr..Permewan’s patient. His 
case was made easier in diagnosis by the involvement of the glands. 
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There was room for some doubt as to whether or not it was malig- 
nant so far as its appearance was concerned, but the extreme hard- 
ness on palpation made it pretty evident what the real nature of the 
case was. Eventually the man died in the Cancer Hospital of 
milignant disease. It was certainly singular to have a large growth 
on one side and the cord fixed on the other. 

Dr. Bonp was disposed to think it malignant, though one might 
be led astray by the pathological report on the piece removed, which 
was reported to be of an inflammatory nature. Evidently there was 
extensive mischief. It was very uncommon to see two separate 
patches of apparently malignant growth, but the intervening tissue 
was no doubt quite infiltrated. Commonly, when one examined 
masses of this nature with the fingers, one made out very evident 
hardness and induration of the growth and surrounding parts. In 
this case the growth was quite soft. He showed such a case some 
three years ago. He thought this case a similar one, and that it was 
malignant. 

Dr. FirzGERALD PowELL remarked that, with all due deference 
to the distinguished opinions which had been given, he could not 
help having a strong suspicion that the case might prove to be 
specific in character; he had elicited the fact that the man’s wife 
had had three miscarriages, and he certainly thought that he should 
be treated by antispecific remedies. 

Dr. PERMEWAN, in reply, agreed on the probable malignant 
character of the case. He would, however, give iodide of potassium 
freely and report the result to the Society. He thanked Dr. Bond 
for the suggestion as to palpating these growths as well as examin- 
ing them laryngoscopically. 


A Laryngeal Case for Diagnosis. 


Shown by Dr. Bennett. P., male, et. thirty-one, a teacher, 
was first seen in September, 1900, on account of hoarseness of one 
month’s duration. Examination of the larynx revealed the presence 
of what appeared to be a small granulating surface immediately 
below the anterior commissure of the cords, and involving to a 
very slight degree the anterior inner margin of the left vocal cord. 
On two or three occasions this surface was curetted and a smali 
amount of granulation tissue removed. Nothing had been done to 
.it for the last three months. The voice is now better, though not 
clear. There is still a small swelling visible, and the opinion of 
members of the Society is invited as to the nature of the condition. 


Dr. StCiair THomson had perhaps not listened attentively to 
Dr. Bennett’s description of his case, but he had obtained a very 
complete view of the whole length of the cords, and on phonation 
no thickening was visible in the anterior commissure. On respira- 
tion a slight thickening was seen in the anterior subglottic region. 
This was not an uncommon condition; it did not interfere with the 
action of the cords, and he therefore thought that the cause of any 
impairment of voice must be sought for elsewhere. 








INTERNATIONAL MEDICAL CONGRESS. 
SECTION OF OTOLOGY—CONCLUSION. 
(Proceedings concluded. ) 

Session of August 7 —Morning. 


At the opening of the session, the sections of laryngology and 
otology, being together, carried the motion of Sir Felix Semon, 
seconded by Prof. Chiari, to have separation and independence of 
the two sections in future International Congresses. 


Disturbance of Equilibrium in Labyrinthine Diseases—V on Srrin 
(Moscow). 


A few diseases of certain parts of the labyrinth are accompanied 
by disturbances of equilibrium, of walking and of jumping. The 
labyrinthic walk is characterized by a deviation from the median 
line, to the right or left, the labyrinthic jump consists in several 
jumps, gradually growing smaller until time is marked, then several 
jumps now and again marking time, etc. Besides these there is 
the staggering gait and spasmodic walk. Diseases of the laby- 
rinth are most often manifested in the movement of the eyes. To- 
day in order to make a thoroughly scientific diagnosis, the test of 
the hearing is not sufficient; the centrifugal apparatus permits us 
to make even the differential diagnosis between diseases of the 
labyrinth and those of the spinal cord. 


Mastoiditis in the Child—MEniiRE (Paris). 


The author has observed mastoiditis in children but 8 times in 
1,103 cases, and 33 times in 438 cases in adults, as a consequence 
of acute purulent otitis. As a complication of an old otorrhea it is 
more frequent, 356 times in 1,748 cases. It is very slightly pain- 
ful, which is explained by the fact that the apophysis. is made up 
of cancellated tissue very easily resorbed. 

Caries may invade the cells from without inwardly, without any 
lesion of the tympanum, but the opposite process is frequent. 
Necrosis frequently follows caries in the child, and the sequestra, 
once formed, separate themselves easily. Finally, abscesses extra 
and intra dura mater, thrombosis of the frontal sinus are com- 
plications which are rarely observed in the child. 


387 
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Session of Wednesday, August 8—Evening. 


M. Scuwenpt, of Basel, detailed ¢wo cases which confirmed the 
opinion of Bezold that the octave /a*, dat is necessary for the per- 
ception of the majority of the vowels and consonants, and, conse- 
quently, of words. 

1. A young girl, who became deaf-mute in consequence of men- 
ingitis, is completely deaf on the right side, but retains a consider- 
able auditory remains on the left side; the upper limit of her audi- 
tory field varies according to her daily condition from so/*, si”, and 
/a*; her duration of perception for the low octaves is quite consid- 
erable. She hears conversation with her good ear at nearly one 
metre’s distance, vowels and consonants with the exception of s, 
and, what is somewhat unusual the lingual r (erial perception. ) 

She hears a drum at a pretty far distance, and the cooing of 
doves, but does not hear swallows, nor Galton’s whistle, Koenig’s 
diapasons wf’ to fa’, which give very intense sounds. She plays 
the piano fairly well and she classifies sounds in an original manner 
as nice sounds and sounds which are not nice. The sounds which are 
not nicerepresent the noise of the hammer she hears, whilst the zzce 
sounds represent the octaves below /at which produce a musical im- 
pression. 

2. A little boy has an auditory field limited to the low octaves, 
the upper limit being a little above /a*; he hears no vowel,.but he 
perceives the lingual 7. 


On a Rare Termination of Mastoid Empyema—M. Pot (Geneva). 


The author reports two cases of mastoiditis which terminated in 
a fistula which, starting at the external cortical portions, terminated 
at the sinus. 


Otitic Thrombosis of the Transverse Sinus Without Pyemic 
Symptoms—M. Poti (Geneva). 


The author recently saw the development, in a young man of 
twenty, of a thrombosis of the lateral sinus without other symp- 
toms than an otomastoiditis, without pyemic phenomena. How- 
ever, an operation on the mastoid not having given results and 
having, on the contrary, been followed by a bilateral papillitis, a 
craniotomy was performed without result; the patient died a few 
days later, and on necropsy a basilar meningitis was found and, in 
the lateral sinus, a thrombus of whitish color, lying from the jug- 
ular to within two centimetres of the torcular herophili. 
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Indications for and Results in Forty Radical Operations in Chronic 
Purulent Otitis Media—M. Po. (Geneva). 


In eight cases the presence of a cholesteatoma led to operation; 
in two others, a caries with facial paralysis, an otomastoiditis, and 
mastoid fistulas in other cases. On other occasions it was the 
persistence of spontaneous or consecutive pains, the existence of 
vertigos, or the failure of conservative treatment which decided the 
author to operate. The treatment following the operation varied, 
on an average, from four or five months to a year. 

The results in forty cases were as follows: Thirty-two cured 
cases of otorrhea; some relapses of cholesteatoma, which were 
mastered by a permanent opening behind the ear; the cure of two 
cases of facial paralysis; three cases of otorrhea which persisted; 
one case of infection of the other ear; one case of operative facial 
paralysis. 

From a functional point of view, the author had almost always a 
remarkable improvement in hearing in the cured cases. 

G. GELLE, Sr., showed enlarged drawings of phonograph tracings, 
by which he demonstrated how the vibrations of sounds, vowels, 
consonants, syllables, etc., are inscribed. One may see in draw- 
ings of this sort the tracings of the changes produced in speech 
by lesions of the tongue, of the velum, etc. There is in the 
phonograph, as a matter of fact, a method of studying the voice 
and the shades of the voice. 


Hearing Through Means of the Skull in Diseases of the Nervous 
System (Neuroses, Psychoses)—G. GELLE, JR. 


The author believes that, in certain forms of insanity one may, 
outside of all pathological aural state, make the following con- 
clusions: 

The tuning-fork at the vertex is not perceived as well as normally 
and only for about one-third of the normal time-limit. 

The same examination may be repeated several times consecu- 
tively, and, if the results thus obtained be compared, they may be 
divided into two groups. In the first group the duration of cranial 
perception of the tuning fork follows a descending progression, 
diminishing at each successive examination, this being the most 
frequent type in neurasthenia and hysteria. On the other hand, 
in the second group, this duration goes on increasing in successive 
examinations, this being what is found in melancholics, the perse- 
cuted and the debile. 
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M. Gellé proposes an explanation for these facts; he.thinks that 
this difference lies in this: That, in the former, the attention is 
rapidly fatigued and exhausts itself, whilst, in the latter, the suc- 
cessive examinations shake the brain torpor and awaken the 
attention and fix it. 


Cocainisation of the Semi-Circular Canals 
(Paris). 

The author draws attention to the experiments he made in 1896 
and 1897 on the semi-circular canals of the pigeon and detailed in 
his thesis (Paris, 1897). His experiments were made with crystals 
of muriate of cocaine, which, introduced directly in the perilymph, 
anesthetized the neuro-epithelial terminations of the vestibular 
nerve and thus produced an abolition of function pure and simple. 
The symptoms of Flourens appeared such as they are obtained by 
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section of the canals. These experiments have been repeated and 
confirmed by Dr. Brener, of Viennz, and offer a conclusive proof 
of the static function of the semi-circular canals. 


Session of Thursday, August 9—Morning. 
Toxic Deafness—M. Casrex (Paris). 

It often happens that subjects. with or without otopathic ante- 
cedents, are affected by progressive deafness with entotic noises, 
sometimes even with vertigos and other troubles, and, if these 
patients employed various remedies or toxic ones, they are under 
the influence of ototoxia. 

Among these noxious agents may be included the salts of 
quinine, the salicylates, chloroform and ether; then come mercury, 
phosphorus, alcohol, tobacco, hasheesh, the vermifuge chenopo- 
dium (Gellé, North), oxide of carbon, sulphide of carbon and 
lead. If autopsies are not forthcoming to definitely show the 
anatomo-pathological lesions of the ears in these cases, there are 
the experiments of Gellé and Laborde, who, causing large doses 
of quinine to be absorbed, determined in animals exudations of 
blood in the internal ear and meningo-cerebral congestions. These 
forms of deafness are therefore principally due to lesions of the 
internal ear, rarely of the auditory centers or of the middle ear. 

This toxic deafness must be distinguished from infectious deaf- 
ness (mumps, scarlatina, uremia, etc. ), from purely nervous deaf- 
ness and from the deafness which complicates hysteria. In toxic 
deafness the prognosis is grave and treatment does little good. 
This latter should be principally prophylactic, avoiding the use of 
.noxious medicines. 
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Diabetic Mastoiditis—Lannois (Lyons). 


The author details the case of an old man of sixty-nine years, 
diabetic since eight years, with ninety-eight grammes of sugar to the 
litre and three litres of urine daily, who contracted a grippal mas- 
toiditis. Intervention was made, because the urine did not contain 
any acetone and only a half gramme of ammonia to the litre. The 
operation succeeded, and the wound was cicatrized, when, two 
months later, the patient succumbed to coma. In connection with 
this, M. Lannois recalled other cases and insisted upon the neces- 
sity of employing Gerhard’s reaction and finding the percentage of 
ammonia. According to Maunyn, coma is imminent, above four 
grammes; it is better not to operate in such cases. 


Trephining in Otic Intra-Cranial Complications—M. Tapras 
(Coustantinople). 

Prompted by two cases, the one regarding an otorrhea which was 
treated and seemed cured, of which its subject had, in reality, a large 
perisinusal abscess, the other in which the very slight convexity of 
the tympanic membrane was the only auricular sign, and in which 
the apophysis was full of pus. M. Taptas does not hesitate to 
counsei an operation every time that an indication for it is only 
probable. An exploratory trephining may be permitted on the 
same grounds, and better than a laparotomy. 

M. HERzFELD presented an automatic myringotome, which seems. 
to have a practical application. 

M. Bosits, of Milan, presented a lamp to tlluminate the antrum. 

M. Greorce Maun of Paris, presented a dilating speculum for 
the extemporaneous examination of the ear in cases of accidental 
stenosis of the meatus which is commonly observed in different dis- 
eases, such as otorrhea, furunculosis, eczema and diffuse inflam- 
mations of the external ear. 


Instruments—M. CourTapbe. 


Cylindrical speculum for cases of furuncle or abscess of the ex- 
ternal auditory meatus. 

Retainer for Ear Speculum. A steel spring which is placed 
around the head like the spring of Clar’s mirror. 

Canula for Irrigations of the Middle Ear. The canula which was 
presented was rectiliner and still furnished one or several vertical 
jets. 
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I. NOSE AND NASO-PHARYNX. 
Pseudo-Nasal Discharges—O. L. SmirH—Clinigue, April, 1901. 


Two cases are recited illustrating the clinical fact that nasal 
manifestations are often due to affections remotely situated. One 
must keep in mind that a deranged kidney, a weak heart or a slug- 
gish liver will determine catarrhal secretions from nasal and pharyn- 
geal mucous membranes wholly devoid of local disease. STEIN. 


Erosions and Ulcerations of the Triangular Cartilage of the 
Septum—J. E. Scuapte—St. Paul Med. Journ., April, 1901. 


The author first employs alkaline washes and the oxide of zinc or 
the yellow oxide of mercury ointment or unguentine. If necessary 
twenty per cent solution of silver nitrate or balsam peru may be ap- 
plied. In some cases it is necessary to employ lunar caustic or even 
the galvano-cautery. STEIN. 


The Use and Abuse of the Galvano Cautery in Nasal Surgery—C. 
D. ConkEy—TZhe Medical Age, March, 1901. 


The author says it shouldrarely be used in the nose above the lower 
turbinated bone, on account of the possible danger of setting up in- 
flammatory changes in the brain. 

To be of any value at all the cauterization must be extensive. The 
cautery is far inferior to the snare in removing polypoid degenerative 
changes found on the anterior or posterior ends of the turbinal. The 
septum can seldom be benefitted by extensive cautery applications. 
Those cases covered with markedly hypertrophied tissue or greatly 
dilated blood vessels may receive the application of a fine linear 
incision. 

The post-nasal space, as well the soft palate and uvula, are places 
where the cautery is best not used. Great care should be exercised 
in its use about the base of the tongue or larynx on account of the 
danger of producing adhesions. 

In its employment on the turbinal the aim should be to do, as near 
as possible, a submucous operation.: This is done by thrusting deeply 
into the anterior end of the turbinate, a real fine cautery point, moving 
the handle upward and downward. : STEIN. 
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Il. MOUTH AND PHARYNX. 


A Case of Superimposed Uvula—T.-A. Desiois—\. \. Axed. 
Journ., December 22, 1900. 


This peculiarity occurred in a young man who complained of an 
irritation in the throat. On examination two uvule were seen, 
one hanging from the anterior pillar and another from the posterior 
pillar, almost masked by the anterior uvula. 

The. posterior uvula was removed with the galvano-cautery 
snare, and the other uvula fell into position. The tissue removed 
was muscular in consistence. M. D. LEDERMAN. 


Supplementary Report on a Recurrent Tonsillar Tumor—R. P. 
Lincotn—J. Y. Med. Journ., October 7, 1900. 


This recurrence occurred in a man in excellent physical condi- 
tion, which at first resembled ‘‘Tertiary Ulceration Simulating Sar- 
coma of the Tonsil,” and was reported under that title. 

The new growth was removed under ether and suprarenal ex- 
tract without the loss of much blood. 

Portions of the growth were examined by different microscopists 
who differed in their opinions, though no malignancy was found 
by any of the observers. It was said to be a simple hyperplastic 
inflammatory product. M. D. LEDERMAN. 


Contribution to the Causation of Subacute Pharyngeal Tubercu- 
losis in Infancy—C. Compa—JZo Sperimentale, Anno liv, Fasci- 
colo 3. 


In the pharynx tuberculosis, while showing a preference for the 
combination of lymphatic glands, known under the name of the 
Ring of Waldeyer, particularly chooses the palatine tonsil. Atone 
time it was thought that tuberculosis of the tonsils was rather rare, 
but on the contrary, it is frequently located in the lymphatic appa- 
ratus of the pharynx, but only in a latent condition and without 
giving any symptom of its presence. Pharyngeal tuberculosis is 
rather rare in children who are more subject to the secondary form. 
This is explained by the fact that before the age of seven or eight 
children do not expectorate but swallow their sputum, so that the 
tonsils do not remain in contact with the bronchial secretions or 
only for a short time. The pharynx may also be secondarily in- 
fected through the blood vessels (in the course of miliary tubercu- 
losis) or in a retrograde sense by the lymphatics (in the peri- 
bronchial end cervico-lymphadenitis of tubercular nature). 

Tuberculosis does not always remain localized and latent in the 
tonsils. We see it sometimes rapidly invading the pharynx, the 
soft palate, the fauces and the tongue. Of this acute form of 
pharyngitis the author has collected fourteen cases in literature 
and adds three others observed in the children’s clinique in Flor- 
ence. In these three cases the post-mortem demonstrated that the 
pharyngeal tuberculosis was secondary to pre-existing processes in 
the respiratory apparatus and the digestive tubes. 

G. FERRERI. (Translated by StClair Thomson.) 
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lil. ACCESSORY SINUSES. 


Some Observations Upon the Diagnosis and Treatment of 
Chronic Maxillary Empyema—Joun R. Winstow (Balti- 
more)—/ourn. Eye, Ear and Throat Dis., Jan.-Feb., 1901. 


Winslow claims ‘‘proof-puncture’’ to be the only absolutely diag- 
nostic procedure and points out the latest and most approved methods 
of performing it, and warns that a vertical or horizontal septum, or 
both, may divide the antrum into compartments that cannot be en- 
tered from the inferior nor the middle meatus, nor the alveolus alone. 

Treatment, in his opinion, should always begin with simple intra- 
nasal measures, tnless there are positive evidences of diseased teeth 
or other complications. Of all the endo-nasal procedures, he holds 
that the simplest and most effective is that devised by Dr. Walter J. 
Freeman, of Philadelphia. (Journ. Amer. Med, Assn., 1895.) 

Its principal competitor, the Krause method, is very painful, de- 
spite cocaine, and as there is no permanent drainage tube the trocar 
must be reintroduced every second day, each time causing consid- 
erable pain. 

The author concludes by emphasizing the following points: 

1. Antral empyema is not only not always, but is not generally, 
due to dental disease, the contrary view being based upon clinical 
rather than anatomical observation. 

2. Its frequency and the necessity for systematic examination by 
multiple proof-puncture in suspected cases; thus, latent empyema 
would not be allowed to exist until it makes itself manifest by den- 
tal caries, and the apparent causal relation between the two would 
become much less frequent. 

3. Unless evidently of dental origin, antral empyema should 
be treated through the nose, until it is certain that cornplications 
exist, when we should investigate through a large opening in the 
facial wall. 

4. The alveolar opening should be reserved for those cases of un- 
doubted dental origin, and those who refuse the radical operation. 
Even then we should treat the case ourselves, for the idea of the 
dental origin being firmly fixed in the minds of most dentists, they 
take no account of the nasal conditions. A number of cases are 
given. EATON. 


IV. LARYNX AND TRACHEA. 


The Radical Treatment of Malignant Disease of the Larynx— 
E. Waccett (London)—JN. 2% Med. Journ., March g, 1901. 


The author answers Dr. John Mackenzie’s statement that ‘‘early 
total extirpation of the entire larynx, with its tributary lymphatics and 
glands, whether the latter are apparently diseased or not, is the only 
possible safeguard against local recurrence or metastasis. By no 
other method can we give the patient a reasonable assurance of a per- 
manent lease on life.”’ : 
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The author states that statistics by well-known surgeons and skillful 
operators prove that the operation of thyrotomy in its new method of 
technique, show remarkable results. 

Semon’s death rate after thyrotomy from 1888 to 1897, including 
the early cases, amounts to 6.66 per cent. Out of fifteen patients, one 
died from the operation, and he was a chronic bronchitic, and seventy- 
two years of age. 

The author concludes with the statement that thyrotomy-as now 
practiced, with an early diagnosis, ‘tis doing admirable work, and 
cannot be repressed in favor of an operation (total extirpation etc.), 
which has yet to win our confidence, and which at best, can offer the 
patient an insecure lease of life purchased at a terribly heavy 
premium.”’ M. D. LeperMAN. 


Laryngectomy Under Eucaine Anesthesia, with Remarks on the 
Technique of the Operation—G. G. Davis (Philadelphia)— 


Annals of Surgery, June g, 1901. 


In an interesting and lucid paper upon the subject, the author 
details the various steps of this delicate operation. In the case re- 
ported, the removal of the larynx was performed for a carcinoma of 
this organ. 

The patient survived the operation five days and died from strep- 
tococcus infection. A resumé of the operation is given, with the 
remarks of other observers. In the case reported, seventy-five 
minims of a one per cent solution of eucaine were used. 

The author believes that it is feasible to remove the larynx under 
eucaine anesthesia. If both operations (tracheotomy and _laryn- 
gectomy) are done simultaneously, and a favorable course is pursued 
the result will be brilliant, the patient being ‘‘out of bed on the fourth 
day.”’ 

The author believes that a preliminary tracheotomy ought to be 
done—safety should not be sacrificed to brilliancy. 

M. D. LEDERMAN. 


V. DPHTHERIA, THYROID GLAND, ESOPHAGUS, ETC. 


Carcinoma of the Thyroid Gland—A. E. Ha.srrap (Chicago)— 
Western Med. Rev., February 15, 1901. 


An extensive and rather exhaustive paper. The frequency of 
primary carcinoma varies greatly in different localities. It is stated 
to be frequent in all goitrous districts, but in Germany among 548 
carcinomas, the thyroid was only so affected in 0.73 per cent. 

As to the etiology, it is well known that the disease appears 
mostly in thyroids that have been the seat of benign struma. Preg- 
nancy is considered by Kaufmann a predisposing cause. Age seems 
to have little influence. Cornil, Cramer and von Eiselberg report 
cases showing a traumatic origin of the disease. 
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The type of carcinoma commonly found in the thyroid is the 
soft medullary form; pavement celled epithelioma have been de- 
scribed by Forster and others. It is only in exceptional cases that the 
tumor involves the whole gland. Cases have been reported in which 
the thyroid tumor was insignificant in size and was not recognized 
until microscopic examination of the metastatic growths pointed to 
the thyroid as the seat of the primary tumor. 

An important form of metastasis of the disease is the bone 
metastasis. 

The frequency of metastases is shown by the cases reviewed by 
Hinterstossier. In fifty cases secondary tumors occurred in the 
lungs in twenty-nine, and ten in the bones. The bone metastases 
occur most frequently in the sternum. 

The most important feature is the diagnosis of cancer of the 
thyroid. The extremely high mortality is in a large measure de- 
pendent upon the failure to make a diagnosis early enough to allow 
of successtul surgical treatment. 

The treatment in all cases seen before metastasis has taken place 
is complete thyroidectomy. Solitary bone metastasis does not con- 
traindicate an operation, but if secondary deposits in the lungs or 
other internal organs are found, they absolutely contraindicate any- 
thing but palliative treatment. 

The results of operative treatment are so far not encouraging; of 
fifty cases reported by Kuster only one was known to be well after 
four years. In the cases not operated upon, death results in most 
instances within one and one half years, either from suffocation, 
hemorrhage, thrombosis or cachexia. A full bibliography is ap- 
pended. Eaton. 


VI. EAR. 


Tuberculosis of the Middle Ear—Srymour OppeNnHEIMER (New 
York)—TZhe Medical Age, June 25, 1900. 


Primary tuberculosis of the middle ear is of doubtful occurrence, 
but secondary involvement is not uncommon. The infection 
reaches the cavity by way of the Eustachian tube,.the blood and 
lymphatic vessels, and the external auditory canal. The Eusta- 
chian route is much the most frequent, the infection arising from 
an infected pharynx. It is most frequent in childhood, but may 
occur at any age. 

Gradually the disease extends and extensive destruction follows. 
The symptoms vary with the progress of the disease. The first 
indication is a sudden appearance of pus. A small cireular per- 
foration, or perhaps two perforations with thick, everted edges 
will be found. The membrane is bluish-white, glossy and ede- 
matous. The specific bacilli may be found in the pus and micro- 
scopical examination of the diseased tissue may yield much infor- 
mation. The prognosis is unfavorable in all cases. Neither sur- 
gical nor local medical treatment offers much encouragement. Gen- 
eral anti-tubercular treatment is of value. D. W. Derwiter. 
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The Present State of Otology in Great Britain—Gruner1—Zan- 
cet, December 22, 1goo. 


The author expresses the opinion that those who are in the habit 
of systematically reading English literature are often astonished 
at the apparently almost complete ignorance of all foreign writ- 
ings. This fact may be due to the ignorance of foreign languages 
so often noticeable in English surgeons, and perhaps also to their 
large private practice, which prevents their studying German 
scientific writings. So it has come to pass that Toynbee’s country- 
men have neglected to gather the fruits of the seed he had sown, 
and so the leadership of scientific progress in otology has passed 
into the hands of other nations. To Zaufal, of Prague, we are in- 
debted for recommending as long ago as 1880 the opening and 
ligaturing of the internal jugular for sinus thrombosis, although 
this was not referred to by Horsley when he suggested the same 
operative treatment in 1886. In MacEwen’s book, published in 
1898, he considers much as new which had long been known. The 
paper of Ballance on ‘‘Skin-grafting After the Mastoid Opera- 
tion’’* is taken as another example to illustrate the British want of 
familiarity with current literature. Except for some unimportant 
details, the description of the mastoid operation as given by Bal- 
lance does not differ from the operation that has been in vogue in 
Germany for the last ten years. Skin-grafting the wound was rec- 
ommended by Siebenmann as early as 1893. 

Sr. CLair THomson. 


* Medico-Chirurg. Trans., 19(0. 
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Diseases of the Noseand Throat. By D. BRaDEN KyLz, M.D., Clinical 
Professor of Laryngology and Rhinology, Jefferson Medical College, Phila- 
delphia; Consulting Laryngologist, Rhinologist and Otologist, St. Agnes’ 
Hospital. Second Edition, Revised. Octavo, 646 pages; over 150 illustra- 
tions and 6 lithographic plates. Philadelphia and London: W. B. Saunders 
& Co., 1901. Cloth, $4.00 net. 


A second edition of this work became necessary by the exhaustion of the 
first edition, which appeared in September, 1899, and not because of the 
latter’s scientific insufficiency. The author, in his preface, confesses that 
‘‘the second edition naturally cannot differ greatly in text from the first, as 
very little revision would be necessary in so short a time. THE LARYNGO- 
SCOPE, having previously testified its appreciation of Dr. Kyle’s concise and 
clear exposition of modern rhino-laryngology its further opinion would be a 
work of supererogation, inasmuch as this second edition differs from the first 
scientifically only in immaterial points. While referring our readers to our 
former critique it is not inappropriate that we should declare our gratification 
at the appearance of a second edition as evidence that one of the very best of 
all the English treatisies on the nose and throat has met with that response 
from the profession which it so signally deserves. La ae 


The American Year-Book of Medicine and Surgery. Edited by 
GEORGE M. GovuLD, M.D., and Others. Cloth, 610 pages. Price, $3.00. 
Messrs. W. B. Saunders & Co., 925 Walnut street, Philadelphia, Pa. 


The volume on surgery of the American Year-Book of Medicine and Sur- 
gery for 1901 contains a very comprehensive chapter on the progress of 
rhinology and laryngology by Drs. E. F. Ingals and H. G. Ohls. The 
authors seem to have gathered the cream of progress and should be com- 
plimented on the concise presentation of this chapter. 

We offer the same comment concerning the chapter on otology as was 
presented in the Year-Book of 1900. We fail to note a single reference to 
the many original papers on otology published in THE LARYNGoscopE, and 
as some of these count very materially in recent otologic progress some con- 
sideration should have been given the authors of these papers. 

In the chapter on diseases of the respiratory organsis included an abstract 
of a method for determining the position of and for removing a foreign body 
in the air passages as reported by Dr. A. C. Coolidge, Jr. 

Several paragraphs on anesthetics for local and general use as applied to 
operations about the nose and throat may also be of interest and are con- 
tained in the chapter on anesthetics. ~ M, A. G. 
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Stereoscopischer Medicinischer Atlas, Section on Otology. Edited by 
Dr. O. BRIEGER, Breslau. First series, Diseases of the Ossicles, 5 M. 
Johann Ambrosius Barth, Leipzig. 

Much stress has been laid of late on the value of stereoscopic pictures 


in the study of pathological conditions, especially in lesions of the osseous 
structures of the ear, where the actual specimens are infrequent and obtain- 
able with difficulty. The excellent group of photographic reproductions 
comprising the first section of this valuable otologic collection has just ap- 
peared in a series of twelve plates illustrative of diseases of the ossicles. 
These plates are unusually well defined, and when seen through the 
stereoscope present every pathological detail of the specimen accurately, 
Every descriptive text constitutes a folder enclosed about each individual plate. 
This is the first opportunity as yet afforded the otological profession for ob- 


taining such a valuable collection at a very moderate price. 
We most heartily recommend this series to every worker in otologic 


pathology. 5 M.A.G. 

The Transactions of the American Laryngological, Rhinological and 
Otological Society. Seventh annual meeting held in Philadelphia, Pa., May 
31, June 1 and 2, 1900. Cloth, 158 pages. Published by the Society. Dr. 
WENDELL C. PHILLIPS, Secretary, New York. 

The transactions of the seventh annual meeting of the American Laryn- 
gological, Rhinological and Otological Society have just been received. As 
the majority of the papers presented at this meeting have appeared in full in 
THE LARYNGOSCOPE, no further review need be presented. M.A. G. 

Atlas der Krankheiten der Nase, ihrer Nebenhoehlen und des Nasen- 


‘ rachenraumes. By Dr. P. H. GERBER, of K6nigsberg. Issued in 6-7 
parts, each containing 5-6 lithographic plates, with descriptive text. Price 
per part, 6 marks ($1.50). Published by S. Karger, Karlstrasse 15, Berlin, 
Germany, 1901. 


The first and second parts of this extensive atlas have just been issued 
and present a fair index of the scope of the work. A special feature is made 
of the grouping of clinical pictures in plates where the pathological condi- 
tions are closely related. 


This series promises to be a very complete one and to especially include 
the various phases of common affections. 


The lithographs are somewhat high-colored, but very clear. The ac- 
companying text is succinct and in numerous instances illustrated liberally 
by simple diagrams. M.A.G. 

Golden Rules of Aural and Nasal Practice. By PHinip R. W. DE 
SantI, F. R. C. S., Senior Surgeon to Out Patients, Aural Surgeon and 
Lecturer on Minor and Aural Surgery of the Westminster Hospital. 87 
pages, cloth. Price, one shilling. Messrs. John Wright & Co., Bristol, 
and Messrs. Simpkins, Marshall, Hamilton, Kent & Co., London. 


This is one of a popular vest-pocket series, having for its main object to 
emphasize to medical students the essential and practical points of everyday 
aural practice. The subject matter has been briefly and clearly stated and 
carefully selected. 





